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PROBENECID 


Gout is often easier to treat than to diag- 
nose. Sudden soft tissue swelling, acute 
joint inflammation, urate calculi—all may be 
indicative of early gout. A family history of 
gout is also highly suggestive. 


BENEMID gives gratifying results in the 
management of chronic gout and prolongs 
the intervals between acute attacks. Excre- 
tion of uric acid increases; high serum uric 
acid levels tend to become normal; inflam- 
mation decreases; the formation of tophi may 
be prevented and those present may become 
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for middle-age slowdown 


Plestran is indicated as-an aid in res- 
toration of vigor in middle-aged or 
elderly patients who complain of chronic 
fatigue...reduced vitality...low phys- 
ical reserve . . . impaired work capac- 
ity .. . depression . . . muscular aches 
and pains .. . or cold intolerance. Such 
“signs of aging,” far from being due to 
physiologic disturbances, may often re- 
sult from endocrine imbalance, espe- 
cially gonadal and thyroid dysfunc- 
tion.'* Plestran provides ethinyl estra- 
diol (0.005 mg.); methyltestosterone (2.5 
mg.), and Proloid®* (4 gr.)—hormones 
which help to correct endocrine imbal- 
ance and often halt or reverse involu- 
tional and degenerative changes.'~* 
Plestran restores work capacity and a 
sense of well-being, usually within 7 to 
10 days. It improves nitrogen balance, 
leads to better musclé tone and yigor, 
enhances mental alertness, helps to cor- 
*Purified thyroid globulin 


rect osteoporosis, senile skin and hair 
texture changes and relieves muscular 
pain. 


The anabolic and tonic effects of the 
hormones in Plestran appear to be en- 
hanced by combination so that small 
dosages are very effective. Combination 
also overcomes some of the disadvan- 
tages of therapy with a single sex hor- 
mone, such as virilization, feminization 
or withdrawal bleeding.° 


Dosage: Usually one tablet daily; occa- 
sional patients may require two tablets 
daily, depending on clinical response. 


Supplied in bottles of 100 and 500. 


References: 1. McGavack, T. H.: Geriatrics 
5:151 (May-June) 1950, 2. Masters, W. H.: 
Obst. & Gynec. 8:61 (July) 1956. 3. Kimble, 
S. T. and Stieglitz, E. J.: Geriatrics 7:20 
(Jan.-Feb.) 1952. 4. Kountz, W. B., and 
Chieffi, M.: Geriatrics 2:344 (Nov.-Dec.) 1947, 
5. Birnberg, C. H., and Kurzrok, R.: J. Am. 
Geriatrics Soc. 3:656 (Sept.) 1955. 





a metabolic regulator 


WARNER-CHILCOTYT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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sleep for the sleepless 





Wie. Setetanints photo shows movements of 
restless sleeper (28-year-old male) after placebo. The following 
night the same patient was given nonbarbiturate Doriden 0.5 Gm. 
at bedtime. The result was an approximate 50 per cent reduction in 
Overt motion and restlessness. riden®™ (glutethimide CIBA) acts 
within 15 to 30 minutes; induces 4 to 8 hours of sound, natural 
sleep; rarely causes morning hangover. C I B A Summit, N.J. 
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Especially valuable in the management of peptic ulcer patients 


The selective anticholinergic action 
of ‘Elorine Chloride’ has been shown 
to produce a “pronounced and sig- 
nificant”? decrease in mean gastric 
volume, free and total acid, and pep- 
sin output.! It also effectively reduces 
hypermotility of the gastro-intestinal 
tract (except the esophagus). Other 
conditions in which ‘Elorine Chlo- 
ride’ is valuable include functional 
digestive disorders, acute pancreati- 


ELI LILLY AND COMPANY 


tis, diverticulitis, pylorospasm, and 
excessive sweating. 

Dosage should be tailored to 
patient tolerance. In peptic ulcer, 
the average adult dose ranges from 
100 to 250 mg. three or four times 
daily. ‘Elorine Chloride’ is available 
in pulvules of 50 and 100 mg. 


*‘Elorine Chloride’ (Tricyclamol Chloride, 
Lilly) 

1. Sun, D. C. H., and Shay, H.: A.M.A. Arch. 
Int. Med., 97:442, 1956. 
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for vert i GO in any age group 


Dramamine is singularly effective as symptomatic 
treatment. It will control the acute attack and bring 
the patient rapid relief. Only Dramamine has four 
convenient dosage forms: Tablets, Ampuls, Supposi- 
cones® and Dramamine Liquid. 


Dramamine 


Brand of Dimenhydrinate 


SEARLE 
RESEARCH IN THE SERVICE OF MEDICINE 
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e Irving Cooper, Gonzalo J. 
Bravo, Manuel Riklan, Nor- 
man W. Davidson, and Ed- 
mond A. Gorek report on 
Chemopallidectomy and Che- 
mothalectomy for Parkinsonism 
as carried out in 600 patients 
in the neurosurgery depart 
ments of New York University- 
Bellevue Medical Center and 
St. Barnabas Hospital. In this 
series of 600 operations, 550 
were destructive lesions of the 
globus pallidus or ventrolateral 
nucleus of the thalamus by in- 
jection of a neurolytic agent. 
The authors found that if the 
surgeon is accurate in the 
placement of the lesion and is 
persistent in producing a lesion 
big enough to relieve symptoms 
in a particular patient, lasting 
and complete relief can be 
achieved in more than 80 per 
cent of cases. 


e Results of a study carried 
out by John H. Moyer, Keith 
Pevey, Charles H. Heider, and 
Vernon Kinross-Wright at the 
Baylor University College of 
Medicine in Houston are re- 
ported in Observations on 
Four Tranquilizing Agents and 
a Comparison with Phenobar- 
bital and Inert Placebo. Halt 
of the patients, who were being 
treated for anxiety and tension 
states, responded equally as 
well to phenobarbital as they 
did to the newer tranquilizing 
agents. This is of particular 
importance since new and seri- 


ae loki 1g for wa rd 
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ous untoward reactions are not 
likely to develop with use of 
such a well-established drug, 
while unfavorable effects of the 
newer compounds are being re- 
ported with increased fre- 
quency. Therefore, indiscrimi- 
nate dispensing of these po- 
tentially harmful drugs de- 
serves sharp criticism. 


e In a clinical conference fo- 
cusing on the history of six 
typical amputees, Bror S. 
Troeddson, chief of physical 
medicine and rehabilitation at 
Minneapolis Veterans Hospital, 
discusses the special problems 
of Amputee Rehabilitation in 
the Elderly Patient. The aim 
of the prosthetic appliance 
clinic or the amputee clinic, 
where these problems are han 
dled in a team approach, is to 
make the patient’s hospital 
stay as short as possible, insure 
a suitable and useful prosthesis, 
restore the patient to maxi- 
mum activity, and guide him 
to suitable work or place him 
in a suitable environment. 


e In his report on Acute Myo- 
cardial Infarction in the Elder- 
ly Patient, Charles A. Laubach, 
]v., head of the Cardiovascular 
Section, Geisinger Memorial 
Hospital and Clinic, Danville, 
Pennsylvania, discusses mortal- 
ity rate, complications, and 
functional recovery. Results of 
a study of 73 patients 70 years 
of age or older who were hos- 


pitalized several hours after 
onset of their illness show that 
the mortality rate was greater 
only during the first twenty- 
four hours and that the higher 
mortality in women was re- 
lated to poor general health 
and previous heart disease. 
The complications and_ their 
management were the same as 
in the younger patients. One- 
half of the patients gained 
good functional recovery; sur- 
vival paralleled functional re- 
covery. 


e Although infrequent, Beri- 
beri Heart Disease should be 
considered in every patient 
with intractable heart disease, 
especially in the older age 
group, in patients in failure 
who do not have rheumatic 
heart disease, in patients with 
cirrhosis or alcoholism, in shut- 
ins living alone, in those on 
salt-free diets, and in those in 
poor economic status. Hugh P. 
Greeley, formerly with the 
Lahey Clinic and now in con- 
sultation practice in Madison, 
Wisconsin, points out that clin- 
ical judgment supersedes lab- 
oratory findings in determining 
diagnosis and treatment and 
that lesions of the lips and 
tongue, the only pathogno- 
monic clinical sign, are too 
often overlooked. 


For these and other articles, 
abstracts, and reviews, read 


every issue of Geriatrics. 
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This THERAPEUTIC GUIDE provides a source of ready reference on materia 
medica related to various therapies, as advertised in this issue. All products 
advertised are listed but not every application of each product. To get maxi- 
mum benefit read what the manufacturers have to say on the pages indicated. 
For further details on any product write to the advertiser for amplifying 
literature, mentioning GERIATRICS. 
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Your restless patients’ sleep problems 
can be managed conservatively 


prescribe IW O C T b=} Cc 


Squibb Chloral Hydrate 


“The general practitioner likes it...” 
can be given to patients of all ages and physical status...” 


“*, ,. patients with cardiac disease...” 


“...no proof that it is deleterious to the heart...” 


“The psychiatrist often finds it the agent of choice...” 
“*...much less likely to produce mental excitement...” 


‘*,.. frequently the favorite of the dermatologist...” 
“... Skin reactions from it are uncommon...” 


Current Concepts in Therapy: Sedative-Hypnotic 
Drugs. II. Chloral Hydrate. New England J. Med. 
255:706 (Oct. 11) 1956. 

adults: 1 or 2 7% gr. capsules or 1 or 2 teaspoon- 
fuls of Noctec Solution 15 to 30 minutes before 
bedtime. 

children: 1 or 2 3% gr. capsules or % to 1 tea- 
spoonful of Noctec Solution 15 to 30 minutes be- 
fore bedtime. 

7% and 3% gr. capsules, bottles of 100. 

Solution, 744 gr. per 5 ce. tsp., bottles of 1 pint. 












SQUIBB 





Squibb Quality —the Priceless Ingredient — «nocrec’® is a squiae TRADEMARK 
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For wide-spectrum 


antibacterial therapy 





GANTRICILLIN 


provides Gantrisin plus penicillin 





and gram-negative secondary 


invaders. 


Gantricillin 300 for potent therapy 


Gantricillin Acetyl] 200 suspension for 
pediatric use 


Gantricillin 100 for mild infections 
Gantricillin®; Gantrisin®-brand of sulfisoxazole 
RocHE LABORATORIES 


Division OF HoFFMANN-LA ROCHE INC 
Nutley 10 * New Jersey 

















Control the major symptoms 


In Parkinsonism Parsidol has proved outstandingly effective for controlling tremor and 


5 
eZ 


muscular rigidity, the principal impairments in this disease.1 


With Parsidol most patients show rapid, even dramatic improvement—both in major symptoms 
and in gait, posture, balance and speech. Side effects are minimal. Parsidol is compatible with 
all other antiparkinsonian drugs and its effectiveness may even be increased in combination or 
rotation with such preparations as atropine and dextroamphetamine.3 Parsidol improves the 
patient’s emotional perspective, promotes a more optimistic outlook as physical coordination 
and dexterity return. 


Most patients can be controlled with a maintenance dosage of 50 mg. four times daily. How- 
ever, More severe Cases may require up to 600 mg. daily, a dosage level ordinarily well tolerated. 


References: 1. Doshay, L. J.; Constable, K. and Agate, F. J., Jr.: J.A.M.A. 160:348 (Feb.) 1956. 2. Berris, H.: J.-Lancet 74:245 
(July) 1954. 3. Timberlake, W. H. and Schwab, R. S.: N. Eng. J. Med. 247:98 (July 17) 1952. 


PARSIDOL 


hydrochloride 


WARNER -CHILCOTT 


Above and right are action pictures, taken 
from a Warner-Chilcott film study, of a 
parkinsonian patient before and after initia- 
tion of Parsidol therapy for major tremor. 
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: EQUANIL 
Cc, Meprobamate 


PHENERGAN® HCI 
Promethazine HCI 

SPARINE® HCI 

j Promazine HCl 


A Wyeth normotropic drug for nearly 


every patient under stress 














Meprobamate 


Relieves tension—mental and muscular 


Philadelphia 1, Pa. 
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STERANE 


brand of prednisolone 


ARTHRITIC patients on STERANE can achieve a manual 
dexterity, dramatic in degree — frequently after salicylates 
and/or previous corticoids have proved unsatisfactory 
—with minimal incidence of electrolyte imbalance. 


White, scored 5 mg. tablets (bottles of 20 and 100); 
pink, scored 1 mg. tablets (bottles of 100). 


Pfizer) PFIZER LABORATORIES, Brooklyn 6, New York 


— Division, Chas. Pfizer & Co., Inc. 





“All I want to do is Just sit. 


“T always feel down in the dumps, Doctor. Why, I can’t 
even eat.” 

‘Trophite’, a high potency vitamin B,.-B, formula, has 
been found to be highly effective in patients who describe 
their vague symptoms in such increasingly familiar terms 
as: “I’m all worn out’; or, “I don’t feel like doing any- 
thing—it’s even an effort to eat.” 

The high dosage combination of Bj, and B, apparently 
helps the “run-down” patient in two ways: (1) Because 
By and B, stimulate appetite, “Trophite’ increases food 
intake. (2) It promotes proper utilization of food. 

Each delicious teaspoonful (5 cc.), or convenient tablet, 
supplies 25 meg. By, 10 mg. By. 





Trophite” for appetite 


high potency combination of B,, and B, 


Smith, Kline & French 


Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 





when are 
tranquilizers 


indicated in 


pediatrics 
a 
















































Some doctors have questioned the use of tranquilizers in children. They feel, and 
rightly so, that these drugs should not be used as palliatives to mask distress- 
ing symptoms, while etiological factors go uncorrected. But there are three 
situations in which even the most conservative physician would not hesitate 
to use tranquilizers: 
. When the usually well-adjusted child needs a buffer against temporary 
emotional stress, such as hospitalization. 

2.When a child needs relief from an anxiety-reaction that is in turn 

anxiety-provoking, so as to pave the way for basic therapy. 

3. When anxiety underlies or complicates somatic disease, as in asthma. 
In such situations, tranquilizers are likely to be more effective and better 
tolerated than previously accepted therapy, such as barbiturates. 
But the question arises: which tranquilizer is suitable for children? 
Most of the physicians now using tranquilizers in pediatric practice have 
found the answer to be ATARAX, confirming the conclusions of repeated 
Clinical studies. 
ATARAX is effective in a wide range of pediatric indications. 
ATARAX has produced a “striking response” in a wide range of hyperemotive 
states.* In a study of 126 children, “the calming effect of hydroxyzine 
(ATARAX) was remarkable” in 90%.* Among the conditions that are improved 
with ATARAX are tics, nervous vomiting, stuttering, temper tantrums, disci- 
plinary problems, crying spasms, nightmares, incontinence, hyperkinesia, etc.* 
ATARAX is well tolerated even by children. 
“ATARAX appears to be the safest of the mild tranquilizers. Troublesome side 
effects have not been reported. . 
ATARAX offers two pediatric dosage forms. 
ATARAX Syrup is especially designed for acceptability by medicine-shy young- 
sters. A small 10 mg. tablet is also available. In either case, you will get a 
rapid, uncomplicated response. Why not, for the next four weeks, prescribe 
ATARAX for your hyperemotive pediatric patients. See whether you, too, don’t 
find it eminently suitable. 


*Documentation on request PEACE OF MIND ATA RA Xe 


(BRAND OF HYDROXYZINE) 


ATA RAX ne Director 


in any . 
hyperemotive state 
for childhood behavior disorders 
oo he recoeggee yore: eins 
et t.i.d.; over 6 years, two table . 
tid. Syrup—3-6 years, one tsp. New York 17, New York 
t.i.d.; over 6 years, two tsp. t.i.d. Division, Chas. Pfizer & Co., Inc 
for adult tension and anxiety 
25 mg. tablets—one tablet q.i.d. 
Syrup —one tbsp. q.i.d. 
for severe emotional distal Yeates’ 
100 mg. tablets —one tablet t.i.d. 
for adult sychiatric and 
emotional emergencies 
Parenteral Solution—25-50 meg. 
(1-2 cc.) intramuscularly, 3-4 
pmes daily, at 4-hour intervals. 
e for children under 12 not 
estat ished. 
Supplied: Tablets, bottles of 100. 
Syrup, pint botties. Parenteral Solu- 
ion, 10 cc. multiple-dose vials. 
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newest antibiotic therapy for the eye 
,.» SU/C4US [it d With 





ACHROMYCIN 


TETRACYCLINE 


no sting 
no smear 


no cross 
contamination 


CeE> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
y 





OIL 


...Just drop on eye...spreads in a wink! Pro- 
vides unsurpassed antibiotic efficacy in a wide 
range of common eye infections... dependable 
prophylaxis following removal of foreign bodies 
and treatment of minor eye injuries. 


SUSPENSION 1% 


SUPPLIED: 4 cc. plastic squeeze, dropper bottle 
containing ACHROMYCIN Tetracycline HCI (1%) 
10.0 mg., per cc., suspended in sesame oil...retains 
full potency for 2 years without refrigeration. 


* REG. U.S. PAT. OFF. 
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BLOOD FACTORY 









PEPTONIZED IRON 
DEPT. 

















INSPECTOR OF 


DEPT. BLOOD CELLS 
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The preferred hematinic with PEPTONIZED tron 


LIVITAMIES 


Peptonized iron is virtually predigested. It is Rach fluidounce contains: 





absorbed as well as ferrous sulfate, and is one- Iron peptonized . . . . . . 420 mg. 
abe : . (Equiv. in elemental iron to 71 mg.) 
tenth as irritating to the gastric mucosa. Manganese citrate, soluble . 158 mg. 
; : ; iami ide .. 10mg. 
Anemias refractory to other forms of iron will — |) Cae 
ool : Vitamin B,. Activity .. . 20 mcg. 

often respond promptly to Livitamin therapy. (dudved Sita Cobelamia conc.) 

The Livitamin formula, containing the B  —_ Picojmamide chloride ok me 
complex, provides integrated therapy to cor- — > ginamenelees : ae. 
rect the blood picture, and to improve appetite Rice branextract ..... 1Gm. 

d di . cs 3 ww . 80 mg. 
an gestion. . ._ ae ween 60 mg. 






he S.E. MASSENGILL Compan 


BRISTOL, TENNESSEE 










For predictable therapeutic advantages ... 


focus on peptonized iron 





















Current studies* show peptonized iron— 


More rapid response in 
iron-deficient anemias. 


Free from tendencies to disturb 
digestion. (One-tenth as irritating 
to the gastric mucosa as 

ferrous sulfate.) 





Non-astringent. 
Absorbed as well as ferrous sulfate. 
One-third as toxic as ferrous sulfate. 





with Peptonized {rn 


Currently, mailings will be 


*Keith, J.H.: Utilization and Toxicity of Peptonized Iron forwarded only at your request. 
and Ferrous Sulfate, Am. J. Clin. Nutrition 1:35 (Jan.-Feb., Write for samples and litera- 
1957). a 
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in arthritis, BUFFERINs because... 


...in the majority of your arthritic cases BUFFERIN alone can safely and 
effectively provide adequate therapeutic control without resorting to the 
more dangerous cortisone-like drugs. 


... BUFFERIN is better tolerated by the stomach than aspirin, especially 
among arthritics where a high dosage, long term salicylate regimen is 
indicated. 
... BUFFERIN provides more rapid and more uniform absorption of 
salicylate than enteric-coated aspirin. . 
...even in the relatively few cases where steroids are necessary, use of 
ron BUFFERIN will allow proper flexibility for individual dosages. 3 
... BUFFERIN is more economical for the arth- 
ritic who requires a long period of medication. 


... BUFFERIN contains no sodium, thus mas- 



















will be sive doses can be safely given without fear of 
request. sodium accumulation or edema. ) 
1 litera- J 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid ‘ 
5 grains, and the antacids magnesium carbonate and aluminum glycinate. 


Bristol-Myers Company, 19 West 50 Street, New York 20, New York 
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“Estradurin” offers a safe, efficient, simple, 
and reliable means of insuring constant effec- 
tive estrogen levels in patients with prostatic 


~ 1,2 
carcinoma.” 


The unique mode of action is explained as 


follows <4 


No depot effect at site of injection — Within 
24 hours, 90 per cent of the total dose dis- 
appears from the injection site. Clearance 
from the blood stream is also rapid, and 
within 48 hours varying amounts appear in 
the reticuloendothelial cells where storage is 


apparently passive. 


ilydrolysis in the blood stream — As the 


amount of circulating polyestradiol phosphate 


falls below a certain level, more passes from 


the reticuloendothelial system into the blood 


Specifically Recommended in the 


Treatment of Prostatic Carcinoma 


“ESTRADURIN: 


Brand of Pp ylyestra lio! phosphate 


Long-acting Estrogen with Unique Mode of Action 
to) (e) oO | 








stream. Biologically active units of estradiol 
are slowly split off from the parent molecule. 
The free estradiol then exerts a normal estro- 
genic influence and is metabolized by the 
body in the same manner as the endogenous 


hormone. 


Suggested Dosage: 40 mg. intramuscularly 
every two to four weeks or less frequently, 
depending on the clinical response of the pa- 
tient. If the response is not satisfactory, doses 
up to 80 mg. may be used. Lacreasing the dose 
primarily prolongs the duration of action, but 
the amount of estrogen available at any one 


time is not significantly increased. 


Availability: No. 451 — Each package pro- 
vides: One “Secule”» containing 40 mg. poly- 
estradiol phosphate and one 2 cc. ampul of 
sterile diluent. 


Bibliography and literature on request 


AYERST LABORATORIES *« NEW YORK, N. Y. 





ay, 


* MONTREAL, CANADA 





















to quiet 
the cough 


and calm 


the patient... 


Your modern cough prescription 





Expectorant action 
Antihistaminic action 
- Sedative action 


Topical anesthetic action 





¥ on & 
This advertisement con- 
forms to the Code for 
Advertising of the Physi- 
ians’ Council for tnfor- 
mation on Child Heaith, 


PHERERGAN’ 


EXPECTORANT 


Promethazine Expectorant 
With Codeine Plain (without Codeine) 





® 
Philadelphia 1, Pa 








NOW...A NEW TREATMENT 


CARDILATE 


‘Cardilate’ tablets ~~ > shaped for easy retention 
in the buccal pouch 


“,. the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation (Jan.) 1958. 


*“Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


val BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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IPRONIAZID 


the psychic energizer 


is available only as 


MARSILED 


Roche 


Marsilid® Phosphate 
brand of iproniazid phosphate 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc 


ry Nutley 10, New Jersey 
\y 


XI- 
ROCHE 


ffi- 
Original Research in 
Medicine and Chemistry 


























| COMFORT ASSURE 


FOR COMMON COMPLAINTS 














in hyperacidity 


TITRALAC 


unique antacid — 
with milk-like action 







Gives fast relief that lasts 
for hours in hyperacidity 
and peptic ulcer. Two deli- 
cious tablets, or one tea- 







spoonful of liquid, provide 





buffering action equal to 4 
pint of milk “... without the 
latter’s actual and potential 
disadvantages.’’* No sys- 







temic alkalosis, constipa- 





tion, or laxation. 








Each minty-tasting, non-chalky 
white tablet (0.60 Gm.) con- 
tains 0.18 Gm. glycine and 
0.42 Gm. calcium carbonate. 
Tirratac Liquid—each 5-ce. 
tsp. contains 0.30 Gm. glycine 
and 0.70 Gm. calcium car- 
bonate. 











*Cornell, A.: Gastroenterology 31 :505, 1956. 








TRALA DORBANTYL, AND SEDAMYL ARE REG- 
TERED TRADEMARKS OF SCHENLABS PHARMA- 
E AL NC. TITRALAC PATENTED FORMULA 
RBANTYL FORMULA PATENT PENDING. 46657 


( ‘Schenfabs/ 





























in constipation 


DORBANTYL 


peristaltic stimulant — 
fecal softener 


Promotes prompt re-estab- 
lishment of normal bowel 
activity and regularity by 
combining the selective 
peristaltic action of syn- 
thetic, crystalline-pure 
DorBaNne® (1, 8-dihydroxy- 
anthraquinone) and the 
wetting action of dioctyl 
sodium sulfosuccinate, in 
proportions proved optimal 
by clinical trial.* Noncumu- 
lative and nonhabituating. 


Each DorsBantyt Capsule and 
each 5-cc. tsp. of DorBsNTYL 
Suspension contains BORBANE, 
25 mg., and dioctyl sodium 
sulfosuccinate, 50 mg. Each 
Dorsanty1 Forte Capsule con- 
tains 100 mg. dioctyl sodium 
sulfosuccinate and 50 mg. 
DorBANE—equivalent to two 
regular DorBanTyL Capsules. 


*Marks, M. M.: Clin. Med. 4:151, 1957. 
















in nervous tension 


SEDAMYL 


calms without confusing 


Antitensive that “...acts on 
the higher centers of the 
brain to produce a tranquil- 
izing and calming action 
without the drowsiness or 
hypnosis of the barbitu- 
rates.”* And unlike the me- 
probamates, it is free from 
the depressant effect on 
multineural reflexes.* 
Each Sepamyt Tablet contains 
0.26 Gm. (4 gr.) acetylbromdi- 
ethylacetylearbamid. 

*Hughes, F W.: J. Indiana M. A. 50 :293, 1957. 
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IN PARKINSONISM 

Highly selective action...energizing 
against weakness, fatigue, adynamia 
and akinesia...potent against sialor- 
thea, diaphoresis, oculogyria and 
blepharospasm...lessens rigidity and 
tremor...alleviates depression...safe 
«»-even in glaucoma. 





“Trademark of Brocades-Stheeman & Pharmacia, 
U. S.,Patent No. 2,567,351. Other patents pending, 
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Relieves Spasm, Pain, and Depression too 


\R iker, 10S ANGELES 















Brand of Orphenadrine HCI 
_e_ 













Patients with muscle spasm of the usual types 
demand relief first. Disipal fills this need. In 
sprains, strains, fibrositis, noninflammatory 
arthritic states and other musculoskeletal dis- 
orders, Disipal not only relieves the spasm, 
but alleviates the depression which so often 
accompanies pain of any type. 


Dosage: 1 tablet (50 mg.) t.i.d. 
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WHENEVER 
COUGH THERAPY 
ISINDICATED 


im hVerere! an. 





(Dihydrocodeinone — Homatropine! reg. meee 











Ga 
wg. = Relieves cough quickly and thor- Pe 
oughly = Effect lasts six hours and 
longer, permitting a comfortable e 
; oe night’s sleep ™ Controls useless ; 
oe — . cough without impairing expecto- 
moe ie ee ration ™ rarely causes constipation : 
ie nos eS = And pleasant to take 
a Syrup and oral tablets. Each teaspoon- a 
ie mages. ful or tablet of Hycopan* contains 5 mg. Oe eB Me 
hone Meso. ag é “s ee dihydrocodeinone bitartrate and 1.5 mg. seat _ a er 
> ar PO ee on Mesopin.t Average adult dose: One tea- : ~ 
Deets Com 6g spoonful or tablet after meals and at bi epee: 
0g os tacos gy i tag) i om bedtime. May be habit-forming. Avail- bg . ~ 
ee ke cee ee “ able on your prescription. F ee 
é * os a | . 
«eRe —* Kas ne 
ee hei in o ij fete) LABORATORIES ills 
BE yg ie Richmond Hill 18, New York 
"tephra = : > 
Fags ‘ — el : 6 


e ‘ 
*U.S. PAT. 2,630,400 } BRAND OF HOMATROPINE METHYLBROMIDE 








IN HYPERTENSION... for full response 


Specific Agent 
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PLuS Specific Adjuvant 


= 


Typically, your hypertensive patient has two sets of symptoms—hypertensive and 
emotional. Each may intensify the other. For tota/ management, the use of 
ANSOLYSEN and EQUANIL controls both sets of symptoms.!2 


ANSOLYSEN reduces the elevated pressure and induces corresponding remission 
in the hypertensive symptoms and signs. EQUANIL alleviates the complicating 
stress symptoms, relieves the anxiety, tension, nervousness, insomnia. Together, 
the two agents provide you with a means for comprehensive management of 
your hypertensive patient. 


1. Dunsmore, R.A., and others: Am. J. M. Sc. 233:280 (March) 1957. 
2. Fulton, L.A., and others: Am. Pract. & Digest Treat. 8:1376 (Sept.) 1957. 





NSOLYSEN 


TARTRATE 


Pentolinium Tartrate, Wyeth 


Meprobamate, Wyeth 


LOWERS BLOOD PRESSURE RELIEVES TENSION— 
MENTAL AND MUSCULAR 


Philadelphia 1, Pa, 















.RESTORATION OF FACULTIES # TONE — 


Analeptone 


Pentylenetetrazol-Niacin-Pepsin Combination 


















For the Aged and Aging Patient—with cerebral anoxia, de- 
_.. pression, confusion, inability to concentrate, loss of memory— 


NEW HOPE FOR ENJOYMENT OF LIVING 


Clinically, COMBINATION THERAPY demonstrated superiority, producing both sub- 
jective and objective improvement in: behavior, psychological performance, appear- 
ance, personal habits, sociability, attention, mood, memory, sleep;? improves sluggish 
appetites in aged cerebral arteriosclerotic patients.’ Pentrazol acts with “a greater 
degree of permanence in mood control than do the presently known tranquilizers.” 





"FECTIVE WITHOUT ADVERSE REACTION 
Elevates mood; improves alertness, —without causing excitation, sleeplessness, 
interest, appetite anorexia, as do caffeine and amphetamines 
Improves sleep habits, tractability, —without barbiturate-like cerebral or 
cooperativeness respiratory depression 
Reduces irritability, agitation, fear, —without inducing depression, drowsiness, 
hallucinations, disorientation, . stupefaction or gastrointestinal 
confusion, combativeness disturbances, as do tranquilizers 


No untoward side-effects—save for “niacin flush” in sensitive individuals 











ELIXIR TABLETS 
Each teaspoonful (4 vada contains: Each tablet contains: 
Pentylenetetrazol wwe 200 mg. Pentylenetetrazol .... 100 mg. 
Niacin rune Niacin ; 50 mg. 
Peptenzyme® Elixir me q. s. PE EOIN cosictrtcrsseesstoensiandbiiniesinteceadianns 5 mg. 
SUPPLIED: Bottles of 8 fl. oz. SUPPLIED: Soties of 100 








REED & CARNRICK, Jersey City 6, N. J. 


















REFERENCES: 1. Smigel, J. O.: M. Times 85: 149, 1957. 2. Levy, S.: J.A.M.A. 153: 


L. J., and Procter, R. C.: North Carolina M.J. 15: 596, 1954. 


1260, 1953. 3, Thompson, 





* Trademark 
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NOW... 
FOR 
THE FIRST 
TIME 
ALL THE 
BENEFITS OF 
SYSTEMIC 
CORTICOID 
THERAPY 
WITHOUT 
SODIUM AND 
WATER 
RETENTION 
.»»FAR LESS 


GASTRIC 
DISTURBANGE 


Squibb Triamcinolone 


















Squibb Quality— 








SQUIBB 


ORT 


modification of the basic corti- 
coid structure results in ¢ en- 
hanced antiallergic, antirheu- 
matic and anti-inflammatory 
activity * without sodium or 
water retention ¢ far less gas- 
tric disturbance 

and these are the benefits for 
you and your patients: * rapid 
improvement and rehabilita- 
tion * symptoms often relieved 
when other glucocorticoids 
have failed ¢ no unnatural eu- 
phoria to interfere with ther- 
apy °* low salt diet not neces- 
sary * no edema, no sodium 
retention 


Tablets of 1 mg., bottles of 50 and 
500. Tablets of 4 mg., bottles of 30 
and 100. 


SKENACORT! IS A SQUIBB TRADEMARK 





the Priceless Ingredient 
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MANDELAMINE... 
HIGHLY ANTIBACTERIAL 
YET NOT AN ANTIBIOTIC! 


Mandelamine is effective against almost all strains of bacteria 
found in urinary tract infections—even those resistant to 
antibiotics and sulfonamides. Mandelamine won’t sensitize 
patients...no resistant strains develop...side effects are mini- 
mal. And Mandelamine is priced at just a fraction of the cost 
of other antibacterial agents! 


Available: In 0.25 Gm. tablets, 0.5 Hafgrams® and pleas- 
antly flavored Mandelamine Suspension for children. 
Dosage: Adults—initial daily dose of 4 to 6 Gm. Children 
need as little as 1 Gm. daily. (Mandelamine Discs, for quick 
identification of Mandelamine-sensitive bacteria, available 
from your laboratory supply house.) 


Nepera Laboratories, Morris Plains, N. J. 


MANDELAMINE 


safe and effective for chronic urinary tract infections 








In ad. 














The 
High 
Price 

of 
rar 


...is the price your patient pays in heart 
isease, hypertension, arteriosclerosis—and the many other hazards of obesity. 


In addition to suppressing the obese patient’s appetite— 


SYNDROX 


Methamphetamine Hydrochloride 


elps to make life look brighter. It keeps morale up and food intake down. 


Syndrox Tablets (5 mg.) 
Elixir (5 mg. per 5 cc.) 


COUNTERACT 
DEPRESSED 
MO OD S without stimulation 


i] 
‘ 
‘ 


1 CO-6166 





“DEPROL” specifically combats 
depression without masking 
_ it with euphoria. 


_ Disturbed sleep, a frequent 


manifestation of depression, & 
_is readily relieved without 2 
depressive aftereffects. a 


“DEPROL”’ has proved so 
effective in cases of severe 
depression that patients _ 
could often be spared 

_ electroshock therapy.* 


= Relieves depression without 
euphoria—not a stimulant 

: natural sleep _ 
witho t Gepressive 


*Alexander, L.: Chemotherapy of depression— 
The use of meprobamate combined with 
2-diethylaminoethyl benzilate hydrochloride 
(benactyzine). J.A.M.A. In press, 1958. 


Literature and samples on request 


(W) WALLACE LABORATORIES, New Brunswick, N. J. 

















NEW! RAICHE 
INCONTINENCE 








RAICHE INCONTINENCE DRAIN 
External Balloon Funnel 
External Balloon 

Bladder Balloon Funnel 


Bladder or Internal Balloon 


COOOQOS® 


Hard Rubber Cap 





Hard Rubber Outlet Connector 


DRAIN* 








for female rncontinence 


The Raiche Drain is indwelling — with 
inflating balloons to assure internal 
and external seal of the female urethra 
—at the same time provide for excre- 


How the Raiche Drain functions 


e Drain is inserted through the urethra until the ex- 
ternal (B) balloon is in contact with the external of a physician. 


meatus. See diagram. 


e Bladder balloon (D) inflates with approximately 20 _‘ Incontinence Drain, 
c.c. of air or water. Catheter plug, to close off funnel, 


(C) is included. 


e Bladder balloon is “seated” over internal urethral ply dealer. Complete 
orifice by traction applied on the drain. 


e External balloon is inflated with enough air to insure 
a seal over the external meatus. Funnel is sealed with  Davon) 
® 


e Can be used for intermittent drainage or assembled DAVOL® RUBBER COMPANY 
to urinal reservoir for constant drainage. PROVIDENCE 2, R. |. 


plug or tied off. (A) 


tion of urine. Particularly adaptable 
for use by the non-ambulatory pa- 
tient — especially helpful to spastics, 
paraplegics and hemiplegiacs. 


*This is a professional 
appliance, and should be 
used only under the di- 
rection and instruction 


No. 9235 — Raiche 


size, 20 French— 
Available from 
your surgical sup- 


instructions packed 
with each Drain. 





in common 
mixed 
infections 
... tetracycline 
phosphate 
alone 


in potentially 
serious 
infections 

... tetracycline 
phosphate 

plus 

novobiocin 


for the 

7 monilia- 
susceptible 
types 
... tetracycline 
phosphate 
plus 
nystatin 


PANMYCIN 
Phosphate 


for children: 


PANMYCIN KM 
‘Syrup 





BROAD -SPECTRUM 
TETRACYCLINE 

IN ITS MOST 
EFFICIENT FORM 


THE BREADTH OF 

PANMYCIN PHOSPHATE PLUS 
THE ANTIMICROCOCCAL 
DEPTH OF ALBAMYCIN? 


Offers maximum antimicrobial action 
at the earliest possible moment. 

The antibiotic preparation of first 
resort in pneumonia of unknown 
etiology, carbuncles. multiple 
furunculosis, cellulitis, and infections 
resistant to previous therapy: 


OHN BRAND OF CRYSTALLINE NOVOBIONIN SODIUM 


PANMYCIN PHOSPHATE 
PLUS THE ANTIMONILIAL 
PROTECTION OF NYSTATIN 


The logical choice for patients 
requiring high doses of antibiotics or. 
prolonged antibiotic therapy; for 
patients with previous monilial 
complications; for diabetics; Sn 
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The choice of a 
systemic antibiotic 
is a matter of 
clinical judgment. 


IN 
COMMON MIXED INFECTIONS 


USUAL DOSAGE: ADULTS: 250 mg. every 6 hours or 500 mg. every 12 hours. CHILDREN: 
Approximately 8 mg. per pound of body weight daily, in four equally divided doses every 
6 hours, or two equally divided doses every 12 hours. 

SUPPLIED: CAPSULES: 250 mg. in bottles of 16 and 100; 125 mg. in bottles of 25 and 100. 
PANMYCIN KM SYRUP: Each teaspoonful (5 cc.) contains tetracycline equivalent to 125 
mg. tetracycline hydrochloride, and potassium metaphosphate, 100 mg., mint 

flavor, in 2 fluidounce and pint bottles. 


PANALBA IN POTENTIALLY 
SERIOUS INFECTIONS 


USUAL DOSAGE: ADULTS: 1 or 2 capsules three or four times a day, depending on the type 
and severity of the infection. CHILDREN: Proportionately less. 


SUPPLIED: Each powder-blue-and-brown capsule contains Panmycin (tetracycline) 
Phosphate complex equivalent to 250 mg. tetracycline hydrochloride, and Albamycin 
(as novobiocin sodium) 125 mg.; in bottles of 16 and 100. 


Also available: PANALBA KM GRANULES (Pediatric). When reconstituted, each 5 cc. 
teaspoonful contains Panmycin equivalent to tetracycline hydrochloride, 125 mg. and 
Albamycin (as novobiocin calcium) 62.5 mg., and potassium metaphosphate 100 mg.,; in 
pleasantly flavored vehicle. Dosage is based upon amount of tetracycline—6 to 8 mg. per 
pound of body weight per day in 2 to 4 equally divided doses. 


COMYCIN FOR THE 7 MONILIA- 
SUSCEPTIBLE TYPES 


USUAL DOSAGE: ADULTS: 1 or 2 capsules every 6 hours. CHILDREN: Proportionately less. 


SUPPLIED: Each brown-and-pink capsule contains tetracycline phosphate complex, equiv- 
alent to 250 mg. tetracycline hydrochloride; nystatin 250,000 units. In bottles of 16 
and 100. 





The Upjohn Company, Kalamazoo, Michigan 











Which came first? 


Here’s a question that will probably hang 
fire as long as we have chickens and 
eggs around, It’s the type of hypothetical 
question the people at Texas Pharmacal 
Company amuse themselves with during 
siesta time. 


Take Lubriderm, for instance. What 
makes it the best skin lubricant money 
can buy? Naturally, we yn only the 
finest materials we can find in this pro- 
duct — but we also pour into Lubriderm 
manufacturing skills that have developed 
from years of research and experience. 





It wouldn’t be Lubriderm if we tried to 
save a penny by using something cheap. 
And on the other hand, it certainly 
wouldn’t be Lubriderm either, if we just 
dumped a lot of extra-special ingredients 
into a bottle — stuck a label on it — and 
forgot the whole thing. 


It takes a lot of know-how on the part 
of the hen to provide your breakfast 
eggs. And you can bet your bottom dol- 
lar it takes more than a little know-how 
to combine the best ingredients in the 
world and come up with... 


LUBRIDERM 


... for dry skin 


You can easily judge for yourself whether Lubriderm is worth 
all the fuss we go to to make it. Use it yourself or have one of 
your patients give it a whirl. You'll find Lubriderm soothes and 
relieves dry, uncomfortable skin almost as fast as you can rub 
it in. Lubriderm never feels sticky or “smothery”. Lubriderm 
always smooths right in without a greasy film. 

We'll be glad to supply the Lubriderm, of course — just write 
us. If you want a stock size bottle for your own use, be sure to 
say so; otherwise, we'll probably just send samples. 


TEXAS PHARMACAL COMPANY 


e SAN ANTONIO, TEXAS 
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High-concentration topical salicylate-menthol therapy 


BEN-GAY) offers safe, penetrating relief of painful 
joints and muscles resulting from overexertion. 


New, objective evidence: 


A double-blind study has reaffirmed 
the exceptional efficacy and safety of 
conservative, local treatment of 
chronic rheumatic disorders with 
BEN-GAY® (BAUME BENGUE), a high- 
concentration salicylate-menthol 
compound. 


The local and systemic effects of 
BEN-GAy were evaluated by entirely 
objective methods in 211 subjects of 
both sexes suffering from various 
types of chronic arthritis, bursitis, 
neuralgia, myalgia and lumbago. 
Changes in range of joint motion 
were determined by goniometer and 
by flexion. Topical application of 
Ben-Gay measurably improved artic- 
ular function in 94% when physical 
therapy was also used, and in 61% 
without adjunctive treatment. Effi- 
cient absorption of salicylate through 
the skin was indicated by an average 
urinary excretion of 15 mg. in 24 
hours. No ill effects were reported 
or observed. 


Benefits of Topical Salicylate 


in chronic rheumatic disease 


Menthol-induced hyperemia plus high local concen- 
tration of salicylate has been recently rediscovered 
as one of the safest and most promptly effective 
remedies for rheumatoid discomfort due to exposure. 





This controlled study offers new evi- 
dence of the efficacy and safety of 
local treatment of chronic rheumatic 
disease with BEN-Gay, one of the 
safest and most reliable formulae at 
the physician’s disposal. BEN-Gay is 
available in two strengths, Regular and 
Children’s. THos. LEEMING & Co., INC., 
155 East 44th St., New York 17, N.Y. 
1Brusch, C.A., etal.: Md. State Med. J.; 5:36, 1956. 
More efficient salicylate penetra- 

tion of treated area and quicker | 
relief of pain is now made pos- 

sible by water-washable, new | 
GREASELESS-STAINLESS BEN-GAY. | 
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NEW 
MULTIPLE 
FORMULA FOR 


“TOTAL EFFECT” 
NUTRITIONAL 
SUPPORT 


GEVRAL-T 


HIGH POTENCY VITAMIN AND MINERAL SUPPLEMENT LEDERLE 


OF 2 ea On oe) 


“Total effect” nutritional support with new 
GEvRAL T frequently produces a dramatic 
total response in the debilitated patient. A 
unique, six-formula supplement providing nu- 
tritional reinforcement for the entire system, 
GEvRAL T supplies in each high potency 
capsule — 

ALL THE FAT-SOLUBLE VITAMINS including K 
A COMPLETE, HIGH B-COMPLEX COMPONENT 
A COMPLETE, HEMATINIC SUPPLEMENT 
including non-inhibitory intrinsic factor 
AMINO ACID SUPPLEMENT, I|-lysine 
LIPOTROPIC FACTORS, CHOLINE & INOSITOL 
121MPORTANT MINERALS & TRACE ELEMENTS 
Your patients get even more nutritional support for 


their money with economical GEVRAL T.. . supplied 
in an attractive, on-the-table jar. 





















Each capsule contains: 








Vitamin A .... 25,000 U.S.P. Units 
Vitamin D. 1,000 U.S.P. Units 
Vitamin Bie .... .. 5 megm 
Thiamine Mononitrate (B,) 10 mg 
Riboflavin (Bg) .......... ‘ 10 mg 
Pyridoxine HCl (Be) . 2mg 

S$1.U 


Vitamin E (as tocopheryl | acetates) 
Vitamin K (Menadione) ; 
Ascorbic Acid (C) 
Calcium Pantothenate 
Niacinamide 
Folic Acid 
Calcium (as CaHPO,) 


Phosphorus (as CaHPO,) . 82 mg 
Tron (as FeSO4) .........00.00 15 mg 
Magnesium (as MgO) 6 mg. 
Potassium (as KoSQx4) .. 5 mg 
Todine (as KI) ............ 0.15 mg. 
Boron (as NasByO7+10H20) . 0.1 mg. 
Copper (as CuO 1 mg. 
Manganese (as MnO) . 1 mg. 
by oe EEE oy ean .. 0.1 mg. 
Zinc (as ZnO) ............. oo oe 
Molybdenum (as Na: 2Mo0,-2H2 20) . 0.2 mg. 
Choline Bitartrate ........ 25 mg. 
EO GEAMERS TS ORG a AEE ee 25 mg. 
1-Lysine Monohydrochloride aah 25 mg. 
NE NatialcdtetadeddnUabesestaisecsacésesenostis 25 mg. 
Purified Intrinsic Factor Concentrate 0.5 mg. 


DOSAGE: 1 capsule daily for the treatment of vita- 
min and mineral deficiencies, or more as indicated. 
SUPPLIED: Bottles of 100 capsules. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. CED 











action 
in stress 


SPARINE is recommended for use in that portion of the 
Stress Spectrum requiring the action of a potent, relatively 
nontoxic drug to return the patient toward normal. 
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ppplied: Inj 


SPARINE has caused no liver damage, no parkinsonian-}! me. (er 


like syndrome, and but rare instances of blood dyscrasia. 





ortles of 50 
Gomprehe 





mal. 
jan- #10 mg. (green), bottles of 50; 25 mg. (yellow), 50 mg. (orange), 100 mg. (pink), and 200 mg. (red), 





STRESS SPECTRUM: EPS demonstrates that there is a Wyeth 
omotropic drug for each of the three great segments of this spectrum. 
‘hus, the physician now has a specific drug for nearly every patient under- 
ving mental or physical stress. 


QUANIL in the Stress Spectrum: Equanit, anti-anxiety fac- 
with pronounced muscle relaxing properties, for simple anxiety, tension, 
keletal muscle spasm, muscular tension. 


HENERGAN in the Stress Spectrum: PuHenercan, for ob- 
retrical and pre- and postoperative use. Psychic sedative with anti-emetic 
Jnd antihistaminic properties; produces quiescence and potentiates CNS 
epressants, thus reducing dosage requirements for narcotics, analgesics, 
nd sedatives. 


ARINE in the Stress Spec trum for 
pprehension and acute and chronic withdrawal from 
pain in medical psychoses alcohol, 
emergencies senile agitation narcotics, 
iccups alcoholism and other 
vely hallucinations addicting drugs 


delirium tremens 





e ae r : . abe : a 
ppplied: Injection—50 mg. per cc., vials of 2 and 10 ce. For intramuscular or intravenous use. Tablets 


ttles of 50 and 500. Syrup—10 mg. per 5 cc., bottles of 4 fl. oz. 


Comprehensive literature available on request 





YDROCHLORIDE Promazine Hydrochloride, Wyeth 






eet? ~EQUANIL®*, PHENERGAN® HCI}, SPARINE® HCI — A 


Wyeth normotropic drug for nearly every patient under stress 
*Meprobamate, Wyeth. tPromethazine Hydrochloride, Wyeth 
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CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


What is the most reliable method 
for diagnosing prostatic carcinoma? 


Rectal palpation. 


How accurate is it? 
80% accurate. 
Source —Malament, M.: J. M. Soc. New Jersey 54:115, 1957. 


in advanced prostatic carcinoma 


STILPHOSTROL® TABLETS »* AMPULS 


Diethylstilbestrol Diphosphate, AMES 


« Has “...an effect over and above ordinary estrogen therapy.””! 

« Relieves pain, diminishes urinary symptoms, promotes well-being.! 

« “...easy and safe to give very large doses...intravenously or by 
mouth... .”? 

(1) Flocks, R. H.; Marberger, H.; Begley, B. J., and Prendergast, L. J.: J. Urol. 

74:549, 1955. (2) Flocks, R. H.: J.A.M.A. 163:709 (Mar. 2) 1957. 


Available: AMPULS: Boxes of 20. Each 5 cc. ampul contains diethylstilbestrol 
diphosphate 0.25 Gm. as a solution of the sodium salt. TABLETS: Bottles of 50. 
Each tablet contains diethylstilbestrol diphosphate 50 mg. 


(sy AMES COMPANY, INC « ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 44087 
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“an ideal compound 
for use in common 


urinary tract infections.”* 


Azo Gantrisin provided “prompt and effective clearing 
of organisms and pyuria”* plus “dramatic relief of blad- 
der and urethral symptoms”* in 221 (97%) of 228 
patients with urinary tract infections. 


Azo Gantrisin is particularly useful in the treatment 
of cystitis, urethritis and prostatitis. It is equally val- 
uable following urologic surgery, cystoscopy and cathe- 
terization because it provides effective antibacterial 
action plus prompt pain relief. 


AZO GANTRISIN ® —500 mg Gantrisin (brand of sulfisoxazole ) 
plus 50 mg phenylazo-diamino-pyridine HCl 


*F. K. Garvey and J. M. Lancaster, North Carolina M. J., 18:78, 1957. 


AZO GANTRISIN x... 


ROCHE LABORATORIES 


DIVISION OF HOFFMANN-LA ROCHE INC « NUTLEY * N.J. 


ORIGINAL RESEARCH IN MEDICINE AND CHEMISTRY 

















optimum response 


in corticosteroid therapy with 


PARACORT 


and PREDNISONE, PARKE-DAVIS 


CORTOL 


PREDNISOLONE, PARKE-DAVIS 








supplied: PARACORT and 
PARACORTOL are available 
as 5-mg. and 2.5-mg. 
scored tablets; bottles 

of 30 and 100. 


THREE TO FIVE TIMES THE ACTIVITY OF CORTISONE OR HYDROCORTISONE 


*TRADE MARK 
Nadliin, I 
es  PARKE, DAVIS & COMPANY 
% Pf. J* DETROIT 32, MICHIGAN 
aE, 
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new Lah INQ DOZXINE “2 


“LINOLEIC ACID (ESSENTIAL UNSATURATED FATTY ACID) AND PYRIDOXINE HCI 


Supplies linoleic acid—essential unsaturated fatty acid—to help restore and main- 
tain the proper ratio between saturated and unsaturated fat in the diet; and 
pyridoxine, essential for the utilization of linoleic acid in the body. 


Significant reduction of elevated blood cholesterol has been demonstrated in pa- 
tients with diagnosed coronary disease and in those who are clinically well but may 
be predisposed to coronary disease." 


LINODOXINE EMULSION—for therapy. LINODOXINE CAPSULES (lower in potency) — 
for prophylaxis or long-term maintenance. 


1. Van Gasse, J. J., and Miller, R. F.: Current Concepts on the Etiology and Management of Atherosclerosis, Scientific Exhibit, 
American Medical Association Meeting, New York, June 3-5, 1957. 
TRADEMARK 


to reduce or prevent elevated blood cholesterol 


thereby helping 
to minimize the . 
development of es es 
atherosclerosis, ¥ 
especially in: | 


patients whose 
personal or 
familial history 
suggests a 
tendency to 
hypercholesterolemia bZ 
or coronary 4 
heart disease 





patients with 
elevated blood 
pressure 












male patients 
ith precordial 
- pain 
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new 
improved 
formula! 


THERAGRAN 


Squibb Vitamins for Therapy 


expanded to include certain essential vitamins 
extra value... 
at no extra cost to your patients 


Theragran—the original and most widely prescribed 
therapeutic vitamin preparation—is now expanded 
to provide additional nutritional support for your 
adult patients. In keeping with the proposals of in- 
vestigators, such vitamins as B,2, pyridoxine and 
d-calcium pantothenate have been added to the 
formula, and the ascorbic acid content has been in- 
creased. These improvements in the Theragran for- 
mula provide your patients with extra value at no 
additional cost. 


Each new, improved Theragran capsule supplies: 


Vitamin A 25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 
Thiamine Mononitrate 10 mg. 
Riboflavin 10 mg. 
Niacinamide 100 meg. 
Ascorbic Acid 200 mg. 
Pyridoxine Hydrochloride 5 meg. 
d-Caicium Pantothenate 20 mg. 
Vitamin Byq activity concentrate 5 mcg. 


1 or more capsules daily as recommended by a physician. 
Family Pack of 180. Bottles of 30, 60, 100 and 1000. 


ALSO AVAILABLE 
new! THERAGRAN JUNIOR 


formulated for vitamin therapy in children and adolescents 
as Theragran is formulated for adults. 


THERAGRAN LIQUID 
for patients who prefer liquid vitamin therapy 


THERAGRAN-M 


with extra vitamins and minerals 


‘THERAGRAN’ IS A SQUIBB TRADEMARK 


*THERAGRAN’ IS A SQUIBB TRADEMARK 
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SQUIBB 


V 


SQUIBB 


Squibb Quality— 
the Priceless 
Ingredient 
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when you want 
Broad - Spectrum 














tions and those not readily diagnosed. 


Supplied: PEN- VEE SULFAS Tablets, bottles of 36. Each 
tablet contains 90 mg. (150,000 units) of penicillin V, 
0.25 Gm. of sulfadiazine, and 0.25 Gm. of sulfamerazine. 
PEN+ VEE SULFAS for Suspension, bottles of 2 fl. oz. upon 
reconstitution. Each 5-ce. teaspoonful after reconstitu- 
tion contains 90 mg. (150,000 units) of benzathine pen- 
icillin V, 0.25 Gm. of sulfadiazine, and 0.25 Gm. of 
sulfamerazine. 


= Tablets: Penicillin V (Phenoxymethy] Penicillin) and Sulfonamides 


For Suspension: Benzathine Penicillin V and Sulfonamides 





Benefits... 


When you want extended antibacterial coverage with high 
relative safety, consider PEN-VEE suLFAs. Consider how it 
permits you to reserve the conventional broad-spectrum 
antibiotics for the resistant infections specifically requiring 
them. Consider PEN- Ver suLFAs because it unites penicillin 


V and sulfapyrimidines for potent complementary action. 
Prescribe it for wide antimicrobial attack in mixed infec- 


Wijeth 


® 
Philadelphia 1, Pa. 











IMPORTANT 
THERAPY 


with 
Ay_ y) es / ee 
(( Yoel Sepical Beng 


in hraurosis Vulvae 
Pruritus Vulvae Et Ani 
Postmenopausal Vaginitis 
Senile Vaginitis 


iitimaaelar 


IW EXCLUSIVE . 
ACID MANTLE 
VEHICLE ACID MANTLE® Hydrocortisone - 


Estrone-Pyrilamine Maleate-Synthetic Vitamin A 
providing 

Epithelium Regenerative 
Antiinflammatory 
Antipruritic 
Antikeratotic 


A 0)-V ISTH 


action diions 
Antiallergic 


Antihistaminic 
Normal-Vaginal- and 

Anal-Tract- pH-Restorative 
Sig: Apply twice daily—Supply: 1 oz. tubes 


7) 
rn UN) 
ete), i STINE hac. 109 WEST 64 ST., NEW YORK 23,N.Y. \ Dy) 


Samples and literature on request 


665 N. Robertson Blyd., Los Angeles, Calif. — In Canac fa: 2765 Bates Rd., Montreal, P.Q 












overwhelmingly specified 





by generalists and specialists 
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prednisone 


a standard steroid — 
overwhelmingly acclaimed 


by ... Internists in rheumatoid arthritis, rheumatic fever and 
systemic lupus erythematosus 


.. Allergists in urticaria, angioedema, drug reactions and 
allergic rhinitis 
.. Ophthalmologists in uveitis, choroiditis and chorioretinitis 


.. Dermatologists in pemphigus, erythema multiforme, atopic 
eczemas and contact dermatoses 


... Chest Physicians in bronchial asthma, pulmonary fibrosis 
and emphysema 


and by general practitioners for virtual absence 
of salt retention 


,METICORTEN, 1, 2.5 and 5 mg. white tablets 
w 
ad 
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Vera 


“...noteworthy 
etfectiveness in cases 
of constipation 
induced or aggravated 
by anticholinergic and 
ganglionic blocking 
agents.” 


*Gasster, M.: Med. Times, to be published. 
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ARAABORATORIES, INC. morris PLAINS, N.J. 








Io i a ensible Breakfast 
in Obesily a 





IN GERIATRIC NUTRITION 
In the problems of geriatric 
nutrition, of dealing with 
the self-imposed restric- 
tions and distorted appe- 
tites of the aged, oatmeal 
offers definite advantages. 
It provides good protein, 
valuable vitamins and 
minerals, is low in sodium 
and purines, is easily eaten, 
readily digested, and 
promptly utilized. 


-— NUTRIENT CONTENT OF THE OATMEAL BREAKFAST SERVING 


(% cup cooked oatmeal, 4 ounces skim milk, and 1 level teaspoon sugar) 
Approximately 170 calories 


Son LR PERTR EE OTs 
| re 28.0 Gm 
SSS eres Os 
ee rere 0.23 mg. 
NL oss scasaonwapweueee 0.41 mg. 
USS ee 0.27 mg. 
Pyridoxine. . ... ....000000000s018 Mg. 
Pantothenic acid............0.66 mg. 
DE SOE, «sd sauysescnwe ee 0.8 mcg. 


A 300 calorie breakfast of 4 ounces of orange juice, the serving of oatmeal, a slice of 
lightly buttered toast, and coffee or tea (with artificial sweetener, if desired) is a 
sensible, satisfying, and nutritious morning meal in the reducing regimen. 
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In the diet planned to reduce obesity it appears 
especially important that the total allowed calorie 
intake be well distributed over the day’s customary 
three meals. A ratio of approximately 25% of the 
day’s calories at breakfast, 35% at luncheon, and 
40% at dinner has found wide acceptance. 


Thus a sensible reducing regimen begins with a 
sensible breakfast—one which contributes a reason- 
able share of the day’s total requirement of all essen- 
tial nutrients, provides approximately one-fourth of 
the day’s calories, and prevents undue hunger and 


helps maintain acuity during the morning hours. 


A bowl of steaming oatmeal (34 cup cooked oat- 
meal, 4 ounces skim milk, and 1 level teaspoon 
sugar) fits well into such a breakfast, whether the 
total calorie allowance be 1000, 1200, or 1600 cal- 
ories per day. 


Quaker Oats and Mother’s Oats, the two brands 
of oatmeal offered by The Quaker Oats Company, 
are identical. Both brands are available in the Quick 
(cooks in one minute) and the Old-Fashioned vari- 
eties which are of equal nutrient value. 





The Quaker Oats ©mpany 


PE NOUN sv sou Kesede esha’ 11.7 mcg. 
Wc tesces sSivoanscaswonse 1.38 mg. 
SERN 2 Con ces uwcskaeeee 167 mg. 
POUMNOIMG 5 s0iesssencbex's 235 mg. 
PONE. sasvacc cedex cease 325 mg. 
RA LAA cu cb hin ca SW 4usu cee 1.53 mg 
Re nee eee 0.35 mg. 
Manganese................. 1.45 mg. 
MOMMIES. o's Gessa ab buen 65 mg. 
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NOW...two forms 


BUTAZOLIDIN tasers | 


phenylbutazone GEIGY) 
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a nonhormonal - anti-intlammatory - anti-arthritic 


ari- 
BUTAZOLIDIN Alka capsules—The unexcelled potency of BUTAZOLIDIN plus added antacid- | 
antispasmodic effect for the benefit of patients with gastric sensitivity. 

— BUTAZOLIDIN Tablets — Efficacy proved by more than 150 million patient-days of therapy. 


| 
BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged to send for detailed literature before 
instituting therapy. : | 


BUTAZOLIDIN® Alka: Capsules containing Butazolidin (phenylbutazone GEIGY) 100 mg.; aluminum hydroxide 100 mg.; magnesium 


trisilicate 150 mg.; homatropine methylbromide 1.25 mg. 





BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg. 











not an amphetamine, but an oxazine 


Chemically distinct from amphetamine, PRELUDIN provides potent appetite suppres- 
sion with little or no central nervous system stimulation or other undesirable side 


reactions.!* 


patients lose more weight —Pre.upin sharply curtails the patient’s craving for 
food...producing two to five times the weight loss achieved by dietary means alone.!25 


provides notable safety in complicated obesity —Pre.upin is not known to 
produce any adverse effect on the cardiovascular system, basal metabolic rate or 
glucose metabolism, and may be used in cases of moderate hypertension, chronic 
cardiac disease or diabetes.? 

(1) Barnes, R. H.: A Program of Therapeutic Supports in Obesity, Scientific Exhibit, 106th Ann, Meet., A.M.A., New York, 
N.¥, June 3-7, 1957. (2) Gelvin, E. P.; McGavack, T. H., and Kenigsberg, S.: Am. J. Digest. Dis. 1:155, 1956. (3) Natenshon, 
A. L.: Am. Pract. & Digest Treat. 7:1456, 1956. (4) Holt, J. O. S., Jr.: Dallas M. J. 42:497, 1956. (5) Ressler, C.: J.A.M.A. 
165-135 (Sept. 14) 1957. 

Pre.upin® (brand of phenmetrazine hydrochloride). Scored, square, pink tablets of 25 mg. Under 
license from C. H. Boehringer Sohn, Ingelheim. 87658 


original silhouette hand cut by Mochi 


PRELUDIN slo 3i'''sle '3ls sla" a 


(brand of phenmetrazine hydrochloride) 


speci ficall ly for weight reduction 


























GEIGY 


ARDSLEY, N. Y. 
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THROMBOSIS AND PULMONARY EMBOLISM 








Modern way to combat 
the fourth largest cause 
of hospital fatalities 


The case for T.E.D. elastic 
stockings as an improved, low- 
cost method of leg compression 


Doctors who recognize com- _ Fatalities down, costs down 


pression as a preventive meas- 
ure for Thrombo-imbolic In tests conducted at Massa- 


Disease have usually de- | chusetts Memorial Hospitals, 


pended upon elastic bandages. the use of T.E.D. Elastic 


Now, however, there is an 
easier, more effective way: 
T.E.D. Elastic Stockings, 
developed for routine hos- 
pital use by Bauer & Black. 
The T.E.D. stocking can be 
applied even by an unskilled 
nurse’s aid with the certainty 
it will provide positive, even 
pressure. 


Stockings as standard proce- 
dure reduced the expected 
incidence of fatal pulmonary 
embolism by as much as 65%. 
Yet the cost of the stocking 
is less than that of two 4-inch 
elastic bandages. Isn’t this 
safe, simple solution worth 
investigating further? 















Cee ee eee rere eee eeeeseeeeseeeeseeseeeeeeeeeeee 


A to B indicates 

ioi ; Baver & Black Research Laboratories 
common origin sites; pept: Ge-2, 309 W. Jackson Blvd. 
of Thrombo-Embolic ; Chicago 6, Ill. 


Please send complete literature on the new leg compression 


MAIL COUPON FOR FULL REPORT : | 
: 
Disease. ‘ prophylaxis using T.E.D. Elastic Stockings. | 


Name 





Address 
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ME Cavers slack) 


Division of The Kendall Company 
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anginaphohbia: air trave/ 


Fear of anginal attack has cancelled many a 
flight reservation. But anoxia at high altitudes 
need no longer be feared—thanks to pressurized 
cabins and modern management of angina pec- 
toris. Actually air travel may even be preferable 
since it obviates otherwise long, tiring trips. 

Peritrate removes the fear factor: Peritrate, a 
modern, long-acting coronary vasodilator elim- 
inates fear helping eliminate attacks. And 


y 
even though all customary restrictions cannot 


be abandoned, 4 out of 5 patients respond to 
routine use of Peritrate with 

e fewer, milder attacks 

@ increased exercise tolerance 

e reduced nitroglycerin dependence. 

For the unduly apprehensive, for the overactive, 
for all who need mild sedation (especially early 
in treatment), Peritrate with Phenobarbital re- 
leases tension without daytime drowsiness. 


Usual Dosage: 20 mg. of Peritrate before meals and at bedtime. 


RRSTON GOA! Ge 


Peritrate 


(BRAND OF PENTAERYTHRITOL TETRANITRATE) 


and new Peritrate 20 mg. with Phenobarbital 


WARNER-CHILCOTT 
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PRURITUS ANI 


NEW ORAL TREATMENT FOR INTRACTABLE CASES 


Complete relief in 80% of 46 cases, usually in 3 days’. 


BASED ON NEW RATIONALE 


In pruritus ani, stools are usually strongly 
alkaline. Malt Soup Extract encourages growth 
of aciduric bacteria in the intestines; feces 
become soft, have an acid reaction, and in- 
tractable rectal itching disappears. 
Borcherdt’s Malt Soup Extract consists of spe- 
cially processed non-diastatic barley malt ex- 
tract neutralized with potassium carbonate. 
(The same preparation as used for years in 
correction of constipation.) 


BORCHERDT’S 


Dose: 2 tbs. A.M. and P.M. ‘Take in milk, water, 
or by spoon. Continue for 2 to 3 weeks, when 
perianal skin should be healed. Resume treatment 
if symptoms recur. 


SuppLiep: Liquid, 8-0z. and pt. jars. Powder, 8-oz. 
and 1 Ib. jars. (Use heaping measure.) 
1. Brooks, L.H.: Use of Malt Soup Extract in Treatment of 


Pruritus Ani, (American Proctologic Society, April, 1957. 
To be published.) 


For Samples and Literature, write 


BORCHERDT COMPANY 


217 N. Wolcott Ave. Chicago 12, Ill. 


MALT SOUP EXTRACT 


PROMOTES FAVORABLE ACIDURIC INTESTINAL FLORA 





FOR OLDER PATIENTS... ss 
Loothing Rolivg IN 


Zameen, CHRONIC URINARY INFECTIONS 


DOSE: 

One tbs. in half cup 
warm water, q.i.d., 
VY. hr. a.c. and his. 


UTgelihitemeelaM oY-MeIhZ-1uonZ-1mi (elite i od lole) Se 
without toxicity, without irritation, without 
drug fastness ...to keep the urine free from 
E. coli, S. albus, S. aureus. . . . Promptly 
soothes the irritated membrane while pro- 
Ware Hatem oXelat-laleliiohit 


METHENAMINE 


® g 
r it la URINARY 
ANTISEPTIC 


Sample on request 


Cobbe Div., BORCHERDT MALT EXTRACT CO., 
217 N. Wolcott Ave., Chicago 12, Ill. 








compounds tested 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


Pfizer 
PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 


*Trademark 
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New... from Pfizer Research 


Progress has been made in antibiotic therapy 
through the use of absorption-enhancing agents, 
resulting in higher, more effective antibiotic blood 
levels. 


For the past two years, in a continuing search for 
more effective agents for enhancing oral antibiotic 
blood levels, our Research Laboratories screened 
eighty-four adjuvants, including sorbitol, citric 
acid, sodium hexametaphosphate, and other or- 
ganic acids and chelating agents as well as phos- 
phate complex and other analogs. After months of 
intensive comparative testing, glucosamine proved 
to be the absorption-enhancing agent of choice. 
Here’s why: 


1 Crossover tests show that average blood levels 
achieved with glucosamine were markedly higher 
than those of other enhancing agents screened. 
In some cases this effect was more than double. 


2 Of great importance to the practicing physician 
is the consistency of the blood level enhancement 
achieved with glucosamine. Extensive tests show 
that the enhancing effect with glucosamine occurs 
in a greater percentage of cases than with any 
other agent screened. 


3 Glucosamine is a nontoxic physiologic metab- 
olite occurring naturally and widely in human 
secretions, tissues and organs. It is nonirritating 
to the stomach, does not increase gastric secretion, 
is sodium free and releases only four calories of 
energy per gram. Also, there is evidence that glu- 
cosamine may favorably influence the bacterial 
flora of the intestinal tract. 


For these reasons glucosamine provides you with 
an important new adjuvant for better enhance- 
ment of antibiotic blood levels. Tetracycline, po- 
tentiated physiologically with glucosamine, is now 
available to you as Cosa-TETRACYN. 

oodlt 





Capsules 250 mg. and 125 mg. 


The most widely used 
broad-spectrum antibiotic 
now potentiated with 
glucosamine, the 
enhancing agent of choice 
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. For ultimate convenience on house calls, 
or in the office—at the physician's finger- 
tips, the right size catheter, sterile, ready 
for instant use. Packs and stays neatly in 
bag, with packaging that ensures, under 
% normal handling, sterility maintained up 
to two full years. Simple, convenient and 
easy to open. Available through leading 
; Surgical Supply Dealers. 
) Literature on request. 
> 
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an adwanced method of 


theophylline therapy 


CLYSMATHANE 


Disposable Rectal Unit 








simple...safe...effective... 


For the alleviation of symptoms in bronchial 
asthma and the acute episodes of heart failure, 
CLYSMATHANE(Fleet)supplies prompt therapeu- 
tically adequate blood levels of theophylline.“ 


Even after repeated dosage CLYSMATHANE 
(Fleet) minimizes the side effects often asso- 
ciated with oral or parenteral theophylline 
administration. The plastic squeeze bottle (with 
attached, prelubricated, non-traumatic rectal 
tube) is designed for self-administration. 


Dosage: One CLYSMATHANE (Fleet) 
Unit as a retention enema before retir- 
ing or as directed. Available on prescrip- 
tion at professional pharmacies. 


Composition: Theophylline monoetha- 
nolamine (Theamin, Fleet) 0.625 Gm. 
aqua 37.0 ml. in rectal dispenser. Units 
packed in individual cartons, manufac- 
turer’s label readily removable. 

aa (1) Ridolfo, A. S. & Kohlstaedt, 


G., “A simplified method for the rectal in- 
stillation of theophylline”— to be published 


CLYSMATHANE 


(FLEET) 
Disposable Rectal Unit 
Professional Samples and literature on request 


c. B. FLEET CoO., INC. 
Lynchburg, Virginia 
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you can help 
your malnourished patients 


with these delicious 


RECIPES FOR SUSTAGEN BEVERAGES 





Sustagen’ powder 


the only single food complete in all known essential nutrients 
builds tissue « promotes well-being « accelerates. rehabilitation 


When you prescribe Sustagen for your 
underweight, poorly nourished or anorexic 
patients, you will find it helpful to give 
them this new recipe booklet. It offers a 
variety of easy-to-prepare Sustagen bever- 
ages, flavorful and nutritionally rich. An 
8-ounce glass provides the equivalent of a 
protein-generous meal. 


To help your medical and surgical patients 
get needed extra nourishment more easily, 
send for your copies of the Sustagen Rec- 
ipes today...Mead Johnson & Company, 
Evansville 21, Indiana. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 














Habit Time of Bowel Movement « PETROGALAR 
(Aqueous Suspension of Mineral Oil, Plain) 




















a superb aid 


in helping to prevent 
and clear up 


BED SORES fs 


(DECUBITUS ULCERS) cpg SIT 


DESITIN 


OINTMENT 


Good medical and nursing care, and Desitin Ointment make an 





DESITIN| “SS i 


OINTMENT | | 








effective team in keeping the patient’s skin soft, supple, and 
better able to resist and help heal bed sores. And for a very 
good reason: Desitin Ointment is effective in guarding against 


irritation which causes pressure sores. Its soothing, lubricant and 
healing influence is so persistent that one application protects 
the skin for hours. 


SAMPLES on request k 


DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. I. 


1. Grayzel, H. G., and Schapiro, S.: Western Journal of Surgery, 
Obstetrics and Gynecology, Oct. 1956. 
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SIG: 2 CAPS. DAILY | BOTTLES OF 100 AND 1000. 





100 CAPSULES 
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“.. effective iron preparation 
for intramuscular injection...” 


1-16 


Published reports 


confirm the advantages of IMFERON when paren- 


teral iron is preferable in iron deficiency anemias; pregnancy; infancy; 


resistant hypochromic anemias; geriatric patients; blood loss; patients 


with peptic ulcer, ulcerative colitis; intolerance to oral iron. Easy to 


administer, notably free from unpleasant or toxic effects, quickly 


absorbed and utilized, IMFERON produces prompt hematologic and 


clinical improvement. 
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PRECISION THERAPY...PROMPT RESPONSE 


Im feron 


INTRAMUSCULAR IRON-DEXTRAN COMPLEX 


SUPPLIED: 2-cc. and 5-cc. ampuls, boxes of 4. There are 50 mg. of elemental 
iron per cc. of IMFERON. 

IMFERON® is distributed by Lakeside Laboratories, Inc., under license from Benger Labora- 
tories, Limited. 

BIBLIOGRAPHY: (1) Hagedorn, A. B.: J.A.M.A. 164:1642 (Aug. 10) 1957. 
(2) Brown, E. B., and Moore, C. V., in Tocantins, L. M.: Progress in Hematology, 
New York, Grune & Stratton, Inc., 1956, vol. 1, p. 25. (3) Hagedorn, A. B.: M. Clin. 
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Diagnosis and management of 


hyperthyroidism in the aged 


LOREN T. DEWIND, M.D., ROBERT R. 
COMMONS, M.D., and PAUL STARR, M.D. 


LOS ANGELES 


@ Hyperthyroidism is a disease affecting 
all age groups. It is possible to make a 
specific diagnosis of this entity in the 
aged, and it is possible to provide simple 
and effective therapy. There are certain 
difficulties in arriving at a diagnosis in 
the elderly, however. A careful history 
is often difficult to obtain, and the ex- 
amination of an elderly patient is ade- 
quate only if made with a great deal of 
care, perseverance, tact, and due regard 
for findings which obscure significant 
diagnostic points. In addition, multi- 
plicity of disease in the aged is the rule 
rather than the exception. Table 1 lists 
the diseases we have seen complicating 
hyperthyroidism. Many of the symptoms 
for which hyperthyroidism is responsible 
may be ascribed to other coexisting dis- 
ease. Often the diseases which first come 
to mind from the presenting symptoms 
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fessor, and PAUL STARR as professor and chairman 
of the Department of Medicine (Research). 


Hyperthyroidism, which is not un- 
common in the aging, may be difficult 
to diagnose because of failure to con- 
sider possibility of its presence, co- 
existence of other disease, and con- 
fusion of symptoms with those of 
other diseases. It may masquerade as 
cardiac or central nervous system dis- 
order. 

Laboratory tests of proved value 
are estimations of level of circulating 
protein-bound iodine, and thyroidal 
uptake of I8!. Treatment with [431 
is simple and effective. 


are those diseases which have a poor 
outlook in terms of control or cure. 
There_is also a tendency to think in 
terms of declining function in the aging 
organism. Atrophy of the skin, mucous 
membranes, bone, and muscle, together 
with decline in strength, cardiac output, 
appetite, sexual power, and intellectual 
functioning, all help to orient the physi- 
cian’s thinking to hypofunction. Diseases 
characterized by hyperfunction must be 
deliberately thought of by the physician 
if he is to diagnose them correctly. Also 
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TABLE 1 to be reckoned with is the actual altera- 





COMPLICATING DISEASES tion in symptomatology which may be 

produced in the aging organism by the 

Diabetes (12%) interplay of physical and metabolic 
Emphysema forces incident to the senile state. 


The presenting symptoms in patients 
with hyperthyroidism are numerous, and 
Rheumatic heart disease in the aging individual are not always 
in proper perspective. In our experience 
the most prominent presenting symptoms 
Cancer in the elderly have been weight loss, 
iideileai Ratt bance dieeear dyspnea, irritability, and weakness. ‘The 
symptoms we have encountered most 
frequently are listed in table 2. Slightly 
Osteoporosis more than half of hyperthyroid patients 
over 60 may be expected to present clas- 
sical symptoms. More than one-third 
Tuberculosis present with dyspnea, orthopnea, chest 
pain, palpitation, and edema, which are 
of cardiac origin, but which may be 
Cerebral arteriosclerosis markedly ameliorated by proper therapy 
for the underlying hyperthyroidism. Per- 
haps the most difficult group of patients 
Glaucoma to diagnose and manage are those pre- 
Rheumatoid arthritis senting symptoms referable to the cen- 
tral nervous system. About ten per cent 
of aging hyperthyroid individuals have 
Parkinsonism dizziness, syncope, insomnia, irritability, 
and behavior difficulties. An enlarged 
thyroid gland is a frequent feature of 


Lues 


Subacute bacterial endocarditis 


Peptic ulcer 


Fracture 


Senility 


Coronary artery disease 


Occlusive vascular disease 








rABLE 2 hyperthyroidism in the aged. The goiter 

PRESENTING SYMPTOMS may not be troublesome to the patient 

id unless it has been enlarging in the re- 
Weight loss (54%) Gastrointestinal cent past, but its presence should en- 
Dyspnea (50%) araiar courage the physician to apply further 


diagnostic measures. It is of considerable 
interest that, in our experience, two- 
Weakness (29°) Increased appetite thirds of the enlarged hyperthyroid 
glands are nodular. We have found that 
the coincidence of hyperthyroidism and 
Sweating Chest pain thyroid carcinoma is extremely rare. We 
do not make it a practice to subject aging 
hyperthyroid individuals with nodular 
Goiter Dizziness goiters to thyroidectomy because of fear 
that cancer may be present. If there is no 
other reason to suspect cancer than the 
nodularity of the gland, it is wise to 
Fatigue bring the hyperthyroidism under control 
and then to re-examine the gland pe- 


Irritability (30%) ‘Tremor 


Palpitation Orthopnea 


Edema Syncope 


Heat intolerance Insomnia 


Behavior difficulties Localized weakness 
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riodically so that a suspicious change in 
the size or character of a nodule may be 
promptly detected. 

Symptoms which eventually lead the 
alert physician to a correct diagnosis of 
hyperthyroidism may have been present 
for as long as five years. We have found 
a considerable number of patients who 
have been on therapy with digitalis, low- 
salt diets, and other measures directed 
toward controlling a state of cardiac 
failure. Findings of goiter, tremor, 
weight loss, elevated pulse, and blood 
pressure with a high-pulse pressure 
should certainly call for further investi- 
gation in spite of the evident presence 
of other diseases. (A word of caution 
may be in order here. The presence of 
hard arteriosclerotic arteries may be re- 
sponsible for a high-pulse pressure with 
an elevated systolic pressure.) The pulse 
rate may not be consistently elevated, 
particularly in the less severe cases. Like- 
wise, the presence of auricular fibrilla- 
tion, although a common accompani- 
ment of hyperthyroidism, is also com- 
monly seen in arteriosclerosis, hyperten- 
sion, and coronary heart disease. The 
most reliable findings, of course, are 
those which are present in classical hy- 
perthyroidism as it appears in younger 
individuals. These must be searched out 
by specific questioning. 

One of the reasons why this diagnosis 
has not been made as often in the past 
as it should have been is because of 
the unreliability of the basal metabolic 
rate in aged individuals. Cooperation is 
not always easy to get, even when the 
patient is willing to undergo the neces- 
sary testing. The presence of cardiac 
failure, altered facial configuration due 
to atrophy and absence of teeth, per- 
forations of the eardrum, and numerous 
other factors has led us to abandon the 
use of the basal metabolic rate as a de- 
termination of the functional state of 
the thyroid in aging people. We have 
found the blood protein-bound iodine 





TABLE 3 


PROTEIN BOUND IODINE 





51-60 2 11.1-12.0 9 
6.1— 7.0 1 12.1-13.0 8 
7.1— 8.0 5 13.1-14.0 5 
8.1— 9.0 6 14.1-15.0 5 
9.1—10.0 11 15.1-16.0 6 
10.1—11.0 11 over 16 3 





test to be very reliable in diagnosing 
hyperthyroidism. In table 3 is found the 
range of values with the number of 
determinations in a series of 64 patients 
treated for hyperthyroidism. Those 
whose protein-bound iodine levels were 
in the normal range, yet who were con- 
sidered to be hyperthyroid, had either 
been on antithyroid drugs or had been 
taking mercurials, which are known to 
interfere with some methods of deter- 
mining the protein-bound iodine level. 
It must also be borne in mind that the 
presence of organically bound iodine dyes 
in the body will produce falsely high PBI 
determinations. This is particularly true 
of the iodized oil used in bronchograms 
and myelograms, which does not readily 
leave the body and may influence the 
PBI determination for a long period of 
time. Organic iodine preparations such 
as are used in cholecystography and 
pyelography will ordinarily be excreted 
within a few weeks. 

Our experience with the radioactive 
iodine uptake test (table 4) indicates 

TABLE 4 


24-HOUR I"! UPTAKE 





21-30% 4 61-70% 12 
31-40% 11 71-80% 11 
41-50% 14 81-90% 4 


51-60% 13 
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that it is not as good a detector of hyper- 
thyroidism as the PBI. We use the 
twenty-four-hour uptake, which has the 
virtue of simplicity and is sufficiently ac- 


curate to be helpful in diagnosis of some 


doubtful cases and is a rough guide to 
radioiodine therapy dosage. Including 
three- and six-hour uptake adds little in- 
formation. It is possible to perform a 
blood protein-bound iodine and a radio- 
active iodine uptake test on a patient 
with one visit to the office, without re- 
gard to the time of day, if a capsule 
containing the tracer dose of I}! is 
mailed to the patient to be ingested 
twenty-four hours before reporting to the 
office. 

Although surgery for hyperthyroidism 
produces a good percentage of remis- 
sions, we prefer radioactive iodine in 
the aged. Mortality as a direct result of 
treatment has been nil in our hands and 
morbidity has been limited to a few days 
of neck discomfort. It is not necessary to 
hospitalize the ambulatory patient for 
treatment. The medication is tasteless, 
and is taken by mouth as a clear solu- 
tion. The majority of patients do well 
with a dose of 7 to 10 millicuries. We 
do not use special formulas to calculate 
dosage on the basis of gland size, weight, 
or scintigram pattern. Those with lower 
uptake we gives doses of 9 to 10 milli- 
curies, and those with high uptakes we 
give 7 or 8 millicuries. Patients with 
large glands, especially if nodular, do 
better with larger doses. 

Patients who achieve a euthyroid 
status do so within six months with rare 
exceptions, and retreatment should be 
deferred until at least this period has 
elapsed, unless it is obvious that the 
patient has become more toxic and will 
suffer from delay. The routine post- 
treatment use of stable iodine or anti- 
thyroid drugs is rarely indicated. An 
occasional patient, however, may be 
given stable iodine solution starting 
twenty-four hours after the dose of 1151. 
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This will prevent too rapid release of 
stored thyroid hormone, and has the 
additional advantage of keeping the ad- 
ministered I'*! in the gland for a longer 
period. The practice of giving iodine 
solution post treatment seems indicated 
in the very toxic patient in whom there 
is rapid turnover of iodine. 

The coexistence of cardiac disease and 
thyrotoxicosis is common in aged peo- 
ple. Attention should not be focused on 
one to the exclusion of the other, how- 
ever. The usual methods of treating con- 
gestive failure and angina are in order, 
although frequently rest prescribed for 
a period of several weeks after definitive 
treatment of thyrotoxicosis is sufficient. 
Patients with frank congestive heart fail- 
ure or rapid auricular fibrillation should 
be digitalized and given diuretics, as well 
as a low-sodium diet. Adjunctive meas- 
ures must be used as indicated. B-com- 
plex vitamins will help restore depleted 
enzyme systems. Sedation is often neces- 
sary, and should be administered with 
the same precautions as in any aged 
person. Rest should be prescribed, but 
complete bed rest is not advisable unless 
other considerations warrant. 

The patient or a responsible family 
member should be instructed in the 
necessity of regular follow-up visits. 
Usually a visit every two weeks for the 
first two or three months is sufficient, 
then one visit monthly until the physi- 
cian is satisfied that the patient has 
achieved the desired results without com- 
plication. It is particularly desirable that 
the patient be observed closely for signs 
of myxedema, as the early stages of this 
complication may not impress the pa- 
tient or relatives. As one of us has point- 
ed out!, myxedema is a disease which so 
dulls the sensorium that the patient may 
not be aware of its disabling nature until 
after treatment. If therapy with thyroid 
is needed, it is simple and inexpensive. 

The expected mortality from cardio- 
vascular disease, cerebrovascular acci- 
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dents, and other disabilities of the aged, 
may be anticipated and the hyperthy- 
roidism or sequelae of its treatment need 
not be considered as contributory causes 
of death if the patient is found to be in 
a euthyroid state with or without the aid 
of thyroid hormone. 


Case Reports 
A few case reports follow, to illustrate 
typical features of the disease and its 
treatment. 

CASE | 

J. J., a 61-year-old Negro man, entered 
the hospital in May 1950, complaining 
of shortness of breath and ankle edema, 
present for two to three weeks. He had 
known of heart trouble for three or four 
years, characterized mostly by rapid, ir- 
regular heart beat. Three weeks before 
admission he was placed on digitalis, 
quinidine, and mercurials by his physi- 
cian. The precipitating cause for hospi- 
tal admission was a fainting spell in the 
physician’s office the day of admission. 

Other symptoms disclosed in the medi- 
cal history were irritability, increased 
body warmth, and a mass in the neck, 
present for two years. He had gained 20 
pounds’ weight since giving up smoking 
five months previously. His alcoholic in- 
take had been heavy for several years. 
He had had a cholecystectomy fifteen 
years previously. 

His weight was 13814 lb. on admis- 
sion. His pulse rate varied from 60 to 
90 per minute and was irregular. His 
temperature was 97.8°. He did not ap- 
pear acutely ill. His skin was warm and 
moist. There was a fine tremor of the 
outstretched hands. There were no sig- 
nificant eye findings. A 3- by 3-cm. nodule 
was present in the right lobe of the thy- 
roid. ‘There was no venous distention or 
bruit. The lungs were considered to be 
mildly emphysematous but otherwise 
clear, and the heart was not considered 
clinically enlarged. A grade I systolic 





apical murmur was present. The liver 
was palpable on deep inspiration only. 
There was 2 plus pitting ankle edema. 

A chest film on admission revealed 
irregular patchy infiltration throughout 
the lower half of the right lung. The 
heart appeared to be slightly enlarged, 
predominantly in the left ventricular 
segment. A film taken six days later 
showed clearing of the lung fields. An 
electrocardiogram showed auricular fi- 
brillation with interpolated ventricular 
premature beats, and depressed ST seg- 
ments with inverted TIT waves in leads 
V5-6, interpreted as probable left ven- 
tricular strain and digitalis effect. Icterus 
index was 14 units; serum albumin, 4.7 
gm. per cent; and globulin, 2.8 gm. per 
cent. Thymol turbidity was 2 units and 
cephalin flocculation 2 plus in twenty- 
four hours. ‘two BMR determinations 
were plus 34 per cent and plus 32 per 
cent, respectively. 

A blood protein-bound iodine was 5.8 
mcg. per cent four days after his last dose 
of mercurial, and one week later was 
10.4 mcg. per cent. After twelve days of 
treatment with bed rest, low-salt diet, 
and a course of penicillin because of the 
pulmonary findings, the patient was dis- 
charged to the outpatient clinic. A thy- 
roid consultant considered him to have 
organic heart disease with congestive 
heart failure, and a mild to moderate 
degree of hyperthyroidism. Others who 
saw him did not believe he had hyper- 
thyroidism. 

In the outpatient clinic an I18! uptake 
was 58 per cent. He was placed on 
methylmercaptimidazole for a period of 
four months with improvement, and was 
able to return to work. During this pe- 
riod, the blood PBI was depressed as 
low as 1.8 mcg. per cent. Four months 
after discharge from hospital he was 
treated with 8 millicuries of I'%1. One 
month later he felt well and was not 
seen again for two and one-half years, 
at which time he was feeling well and 





Geriatrics, February 1958 71 





working regularly. At this time his PBI 
was 4.6 mcg. per cent. 

Comment: A number of points are 
illustrated in this patient. He had been 
treated for heart disease, and even after 
the question of hyperthyroidism had 
been raised, there was disagreement 
among consultants on its presence. The 
possible effect of mercurial medication 
on the serum PBI level is illustrated and 
was an evident source of confusion. The 
eventual improvement with [31 therapy 
permitted return to gainful employment. 
In retrospect, the clinical signs of hyper- 
thyroidism in the presence of a thyroid 
nodule should have led the clinicians to 
an earlier diagnosis. 

CASE 2 

M. P., a 76-year-old woman of Indian 
birth, had been suspected of having 
hyperthyroidism for eight years. Her 
initial complaints were a goiter of fifteen 
years’ duration, progressive weight loss 
for several years, and auricular fibrilla- 
tion. Diffuse enlargement of the left lobe 
of the thyroid and the lower pole of the 
right lobe were noted. Basal metabolism 
rate was plus 13 per cent and PBI, 7.2 
mcg. per cent. A diagnosis of thyrotoxi- 
cosis was made and surgery recommend- 
ed, but refused because the patient was 
needed to care for her grandchildren. 

Three years later she was hospitalized 
for diarrhea and vomiting, and was de- 
scribed as cachectic. Her pulse rate was 
88 and she was fibrillating. She was con- 
sidered to be thyrotoxic and her PBI 
was 12.5 mcg. per cent. She did not fol- 
low medical advice, and was hospitalized 
again two years later with weakness, 
dyspnea, and nervousness. There was 
tachycardia of 120 per minute, fever of 
101°, slight exophthalmos, and nodular 
enlargement of the thyroid. Protein- 
bound iodine was 12.9 mcg. per cent. 
Again she did not follow medical advice. 

She was readmitted to hospital three 
years later with dyspnea, precordial pain, 
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abdominal distress with diarrhea 


and 
and weight loss. At this time she was 
75 years of age and her judgment was 
considered unreliable. Her PBI was 11.7 
mcg. per cent. Surgical opinion was to 
consider thyroidectomy after cardiac 
compensation and preoperative prepara- 
tion with propylthiouracil. Medical opin- 
ion was that surgery should not be con- 
sidered and that [81 was indicated. 
Propylthiouracil was administered in a 
dosage of 300 mg. daily, but five months 
later she was admitted in congestive 
failure. She did not remain in hospital 
long enough to have her thyroid status 
fully evaluated, but a PBI reading was 
9.7 mcg. per cent. 

Her next admission was after another 
five-month interval, during which she 
had been living alone and becoming 
progressively more confused and dis- 
oriented. A PBI was 9.1 mcg. per cent 
and twenty-four-hour I'*! uptake was 30 
per cent. She was given 10 millicuries of 
I'81 but unfortunately required commit- 
ment to an institution because of her 
psychotic state. No post-treatment follow- 
up is available. 

Comment: In spite of a long history 
strongly suggestive of thyrotoxicosis, and 
eventual laboratory evidence of same, 
this patient did not receive definitive 
treatment until she was mentally incom- 
petent. Reasons for this were partly 
the patient’s refusal to accept care ex- 
cept during periods of acute illness, and 
in retrospect, insufficient conviction on 
the part of her physicians that I'31 was 
the treatment of choice. 

It seems logical that her mental de- 
terioration was hastened by uncontrolled 
thyrotoxicosis. Had she not been seen 
prior to her final admission, it is possible 
that her state of thyrotoxicosis would 
have been missed. 


CASE 3 


A. B., a 64-year-old woman, was known 
to have hypertension for twenty-five 














years. Three years before her diagnosis 
of thyrotoxicosis, she suffered a transient 
episode of right-sided hemiparesis. Thy- 
rotoxicosis was suspected when exoph- 
thalmos developed. Six months later ex- 
amination revealed a diffusely enlarged 
thyroid with a suggestion of a nodule 
on the right. Marked exophthalmos was 
present. The PBI reading was 14.0 mcg. 
per cent and I'3! uptake was 67 per cent. 
She was given 7 millicuries of I'*! and 
followed for a two-year period. 

Her exophthalmos receded and the 
goiter became smaller as her strength 
increased. She was considered clinically 
euthyroid three months after treatment. 
Blood PBI had dropped to 7.4 mcg. per 
cent two months post treatment. Three 
months post treatment her I! uptake 
was 11 per cent in twenty-four hours. 
Her exophthalmos stabilized after par- 
tial recession and she complained of 
some double vision. When her PBI was 
found to be 3.0 mcg. per cent six months 
post treatment, she was started on. thy- 
roid hormone. Her PBI was maintained 
at 5.7 mcg. per cent on 2 to $ grains of 
thyroid daily. 

Two and a half years post treatment 
she sustained another transient hemi- 
paresis. Three years after therapy she 
was still on 2 to 4 grains of thyroid daily 
with the PBI in the normal range, and 
she was feeling generally well except for 
persistent right-sided weakness. 

Comment: The diagnosis was straight- 
forward in this patient. Treatment was 
followed by effective remission of exoph- 
thalmos and toxic state. There was a 
gradual decline in PBI to the hypothy- 
roid range. Maintenance therapy with 
thyroid hormone was required. Her dis- 
ease was complicated by cerebrovascular 
accidents. 


CASE 4 


E. C., a 74-year-old woman, entered with 
exophthalmos, heat intolerance, hyper- 
activity, increased sweating, weight loss, 





and palpitation. She had not had pre- 
vious therapy for hyperthyroidism. Pulse 
was 120 per minute and blood pressure 
was 220/110. She had had a cerebral 
thrombosis some years previously and 
had mild diabetes, controlled by small 
doses of insulin. A blood PBI was 14.9 
mcg. per cent and I'%1 uptake was 72 per 
cent in twenty-four hours. 

She was given 7 millicuries of I’! and 
instructed in follow-up procedure. She 
did not, however, return to the clinic. 
Eight ‘months after treatment she was 
brought to the hospital in extremis and 
expired. A blood PBI taken before death 
was found to be 0.9 mcg. per cent. 

Comment: The treatment was effective 
in controlling the hyperthyroid state, but 
the patient slipped into hypothyroidism 
without reporting for medical attention. 
In spite of the presence of other pathol- 
ogic states, which may have been re- 
sponsible, it seems reasonable to suppose 
that the state of hypothyroidism was at 
least contributory to her death. 

CASE 5 

G. R., a 73-year-old woman, was not at 
first considered to be thyrotoxic although 
she complained of bouts of rapid heart 
action accompanied by syncope, for a 
period of five years. Blood pressure was 
210/90 and pulse 140 per minute and 
regular. Electrocardiogram taken when 
the heart rate was 98 showed only non- 
specific T-wave depression. The PBI 
reading was 10.4 mcg. per cent, and she 
was referred for further thyroid study. 

Specific questioning revealed that she 
had not been aware of increased nervous- 
ness, appetite, sweating, diarrhea, or 
tolerance for cold. The thyroid gland 
was diffusely enlarged. Basal metabolism 
rate was —21 per cent and —12 per cent 
on separate occasions. On two occasions, 
twenty-four-hour I'51 uptake was 25 per 
cent. Repeat PBI was 11.3 mcg. per cent. 
One observer considered the evidence to 
be against thyrotoxicosis. 
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She was placed on methylmercapti- 
midazole, 30 mg., daily and made con- 
siderable improvement, as evidenced by 
weight gain, decreased pulse rate, and 
sense of well-being. Her PBI dropped 
progressively to a low of 1.9 mcg. per 
cent on 10 mg. of methylmercaptimida- 
zole. Treatment was discontinued after 
five months. Forty-eight hours later, her 
twenty-four-hour I'*! uptake was 46 per 
cent. She was then given 8 millicuries 
[131 as definitive treatment. She con- 
tinued to feel well except for a slight 
increase in nervousness and one year 
later felt generally well. Three months 
post treatment her PBI was 6.1 mcg. per 
cent; nine months post treatment it was 
5.2 meg. per cent; and eighteen months 
post treatment it was 9.9 mcg. per cent. 
She was given no further therapy and 
was well two years post treatment. The 
thyroid gland was still palpable but her 
pulse was regular at a rate of 84, and 
bouts of tachycardia were rare. The PBI 
was 6.8 mcg. per cent. 

Comment: This patient had no overt 
signs of hyperthyroidism except for 
goiter and the bouts of paroxysmal tachy- 
cardia with regular rhythm were more 
suggestive of cardiac disease. The unre- 
liability of the BMR is demonstrated in 
the face of an elevated PBI and good 
clinical response to an antithyroid drug. 
Definitive therapy with I'! was followed 
by marked improvement in clinical status 
with almost complete disappearance of 
the bouts of tachycardia. The usefulness 
of an antithyroid drug in elevating the 
[131 uptake is also demonstrated here. 


CASE 6 


M. F., a 71-year-old woman, was believed 
to have had a toxic thyroid adenoma at 
the age of 68. Her complaints were of 
weakness, weight loss and nervousness 
for six months, and a goiter for twenty 
years. Basal metabolism rate was plus 
12 per cent, and PBI was 14.0 mcg. per 
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cent. She was given sedation, methyl- 
thiouracil (100 mg. four times a day), 
Lugol’s solution (10 drops three times a 
day) and digitalis. The dose of methyl- 
thiouracil was raised to 600 mg. daily 
but control was unsatisfactory, with the 
PBI ranging from 13.0 to 15.0 mcg. per 
cent. 

Six months later she was given 5 milli- 
curies of I'*!, Three months later the 
PBI was 9.7 mcg. per cent and one month 
later it had risen to 10.0 mcg. per cent. 
The twenty-four-hour I'3t uptake was 
10 per cent. She was given 5 millicuries 
[131, five months after the first dose. Im- 
provement became evident one month 
later, when the PBI was 8.1 mcg. per 
cent. The thyroid receded in size and 
pressure symptoms improved. A PBI one 
year later was 8.7 mcg. per cent and six 
months later was 6.9 mcg. per cent. She 
continued to feel well and three years 
after her last treatment, her PBI was 
5.7 meg. per cent and I'8! uptake was 
21 per cent. Of interest is a PBI reading 
of 12.9 mcg. per cent (inorganic iodine 
2.5) made two and one half years after 
her last treatment, and six weeks after 
a cholecystogram. 

Comment: In spite of vigorous use of 
antithyroid drugs, thyrotoxicosis —per- 
sisted until adequate dosage of I'3! had 
been given. Repeated treatments were 
necessary, possibly because of inadequate 
initial dosage. It is worthy of note, how- 
ever, that larger doses are needed more 
often in patients with nodular hyper- 
thyroidism than in those with toxic dif- 
fuse goiter. It should also be noted that 
relief of pressure against the trachea may 
be achieved with I'*! therapy in patients 
who do not demand the more perfect 
cosmetic result that may be obtained by 
surgical extirpation. 
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Acetyldigitoxin for cardiac 


decompensation in the elderly patient 


A study of its effect in 33 ambulatory patients 


JOSEPH C. KING, M.D., and JOHN R. LAADT, M.D. 


CHICAGO 


@ The most recently introduced digitalis 
glycoside, acetyldigitoxin, was first pre- 
pared from digitalis lanata by Stoll and 
Kreis! and then subjected to pharma- 
cologic analysis by Rothlin and _asso- 
ciates.2 They found that the drug was 
well absorbed from the intestinal tract 
and that it produced less toxicity than 
digitoxin. Thereafter, clinical investiga- 
tors here and abroad found acetyldigi- 
toxin safe and effective for rapid or 
slow digitalization and maintenance. 
Crouch and co-authors,’ among others, 
observed that, if toxicity was manifested, 
the first symptoms were nausea or vomit- 
ing, while signs of cardiac toxicity ap- 
peared later. It was also noted that toxic 
signs disappeared from twenty-four to 
seventy-two hours after withdrawal of 
acetyldigitoxin, whereas therapeutic ef- 
fect was maintained for an average pe- 
riod of ten days. For detailed information 
concerning earlier studies, the interested 
reader is referred to the bibliographies 
in the recent communications of Brill 
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In a series of 33 older patients with 
cardiac decompensation, acetyldigi- 
toxin was demonstrated to be safe and 
effective as a cardiac glycoside for 
initial and maintenance digitaliza- 
tion and as substitute medication for 
other forms of digitalis. The marked 
subjective and objective improvement 
and minimal toxicity make it espe- 
cially useful for the treatment of 
cardiac decompensation in the geri- 
atric patient. 


and _ associates,t Shah and _associates,® 
Gold and Bellet,6 and Sanazaro.* 


Initial Digitalization 
Ten patients were initially digitalized 
with acetyldigitoxin. The distribution of 
the initial doses and maintenance doses 
is shown in table 2. 

Prior to digitalization, symptoms of 
congestive failure could be described 
as mild in 8 patients and moderate in 2. 
None warranted hospitalization for treat- 
ment. All patients exhibited decided im- 
provement on acetyldigitoxin therapy 
together with a low-sodium diet. Diuretic 
management, using ammonium chloride, 
Diamox, and Thiomerin in various com- 
binations, was instituted in all but 3 
patients at the outset of treatment. After 
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TABLE 1 


DIAGNOSES OF PATIENTS INCLUDED IN THIS STUDY 





Diagnosis No. of patients 
Arteriosclerotic heart disease (alone) 4 

with hypertension 12 

with atrial fibrillation 5 


with hypertension and 
atrial fibrillation 5 


Rheumatic heart disease 


(with sinus rhythm) 2 
with atrial fibrillation 4 
with flutter ] 
with sinus rhythm and pregnancy ] 


Luetic heart disease, with 
aortic regurgitation ] 


Total 33 





full digitalization was attained, diuretic 
was pa- 


medication discontinued in 2 
tients and substantially reduced in 3. 
The diuretic was continued in 2 patients 
despite adequate digitalization. 


Method and Material 
The purpose of the present study was 
to evaluate the effectiveness of acetyl- 
digitoxin in ambulatory patients by (1) 
determining its effectiveness and safety 
for initial digitalization and mainte- 
nance, and (2) comparing maintenance 
therapy using acetyldigitoxin with other 
previously administered digitalis drugs. 

The study group was comprised of 33 
ambulatory patients attending the Cir- 
culation Clinic of Northwestern Univer- 
sity Medical School, all of whom mani- 
fested congestive heart failure of varying 
etiology, degree, and duration. All sub- 
jects were carefully screened in regard 
to intelligence, ability and willingness 
to cooperate, and possible noncardiac 
complicating factors. Cardiac diagnosis 
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was established by detailed history, physi- 
cal examination, chest roentgenogram, 
electrocardiogram, and routine blood 
and urine studies. All patients with 
known or suspected possible compli- 
cating illness were submitted to further 
laboratory investigation and _ consulta- 
tion. Their inclusion in the series was 
judged accordingly. Many candidates 
were excluded at the outset or during 
the progress of the study because of 
hepatic disease, chronic pulmonary or 
renal disease, and dependent edema on 
a peripheral vascular basis. 

The subjects, with two exceptions, 
were over 55 years of age, ranging be- 
tween 26 and 84 years. Ten were initially 
digitalized with acetyldigitoxin. Of 23 
previously digitalized patients, 9 were 
converted from digitalis leaf and 14 from 
digitoxin to acetyldigitoxin for mainte- 
nance. All patients were seen at two- to 
seven-day intervals until dosage was 
established and thereafter at three- to 
six-week intervals. The patients were 
followed from three to eighteen months, 
with most being followed for twelve 
months or longer. A breakdown of path- 
ologic entities is shown in table 1. 
None of the patients with rheumatic 
heart disease showed evidence of rheu- 
matic activity during the study. 

Symptoms and signs of congestive fail- 
ure in all patients studied included 
dyspnea, dependent edema, orthopnea, 
rales, hepatomegaly, and nocturnal dysp- 
nea. Since each patient manifested one 
or more of these conditions in varying 
degree, tabulation of individual findings 
would prove lengthy. In the interest of 
simplicity, we believed it best to report 
symptoms and findings before and after 
treatment in comparative terms only. 
Thus, manifestations of congestive fail- 
ure will be described as “mild” and 
“moderate” within the relative scope of 
ambulatory treatment, while therapeutic 
results will be tagged as “‘no change,” 
“improved,” and “greatly improved.” No 














TABLE 2 


INITIAL AND FINAL DOSAGE OF PATIENTS DIGITALIZED WITH ACETYLDIGITOXIN 











5 SS PE 
No. of Digitalizing dose Initial Final 
patients dose and days (mg.) (mg.) (mg.) 
3 0.2 mg. t.i.d., 2 days 1.2 0.1 0.1 
1 0.2 mg. t.id., 2 days 12 0.2 0.2 
1 0.2 mg. t.i.d., 2 days 12 0.2 0.1 
1 0.2 mg. t.i.d., 2 days 1.2 0.2 0.05 
1 0.2 mg. t.i.d., 3 days 1.8 0.1 0.1 
] 0.2 mg. t.i.d., 3 days 1.8 0.2 0.2 
1 0.2 mg. b.i.d., 7 days 2.8 0.2 0.1 
1 0.2 mg. b.i.d., 7 days 2.8 0.2 0.05 





patient was worse following therapy with 
acetyldigitoxin. 


RESULTS 


None of these patients exhibited toxicity 
to acetyldigitoxin which could not be 
controlled. The mild nausea or anorexia 
which developed in 4 of the patients was 
rapidly relieved by reduction of dosage 
with no sacrifice of therapeutic effective- 
ness. No cardiac or electrocardiographic 
evidence of toxicity was noted, and, in | 
patient, there was a noticeable diminu- 
tion of premature ventricular contrac- 
tions after digitalization. 

One patient who had been initially 
digitalized and maintained with acetyl- 
digitoxin exhausted his supply two weeks 
before he was able to return to the clinic. 
He was in moderate failure at the time 
but responded equally well to a second 
digitalization and maintenance regimen 
with the same dose previously employed. 

Another patient, a 47-year-old white 
female who had had rheumatic fever as 
a child, presented herself with atrial 
flutter and moderate cardiac decompen- 
sation. She had been subjected to at- 
tempted digitalization with whole digi- 





talis leaf and with digitoxin, both of 
which caused severe nausea and vomit- 
ing after only 3 doses. She was treated 
with 0.2 mg. acetyldigitoxin three times 
daily for two days, then 0.2 mg. daily, 
with no evidence of nausea or vomiting. 
Relief of symptoms of decompensation 
followed, with partial conversion of her 
flutter to an impure atrial fibrillation at 
a slower ventricular rate. 


Acetyldigitoxin Maintenance 

With Other Digitalis Drugs 
The remaining 23 patients demonstrated 
varying degrees of congestive failure and 
had been satisfactorily maintained with 
whole leaf digitalis or digitoxin com- 
bined with some form of diuretic regime. 
All had been followed in the clinic on 
an ambulatory basis for periods ranging 
from several weeks to ten years prior to 
transfer to acetyldigitoxin. Other medi- 
cation which was in effect before trans- 
fer was maintained after acetyldigitoxin 
therapy was instituted for variable pe- 
riods and then altered as indicated. Com- 
parative results were judged in terms of 
physical findings, response to physical 
exertion, relative requirements of diu- 
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TABLE 3 


MAINTENANCE DOSAGE OF DIGITALIS BEFORE AND AFTER TRANSFER TO ACETYLDIGITOXIN 








Number of Acetyldigitoxin Dosage 

Preparation patients Daily dosage dosage changes 
Digitoxin 5 0.2 mg. 0.2 mg. No 
Digitoxin 6 0.1 mg. 0.1 mg. No 
Digitoxin 2 0.2 mg. 0.1 mg. Less 
Digitoxin z 0.1 mg. 0.05 mg. Less 
Digitoxin 2 0.15 mg. 0.2 mg. More 
Digitalis leaf 2 0.1 gm. 0.1 mg. 
Digitalis leaf “4 0.1 gm. 0.05 mg. 
Digitalis leaf 1 0.1 gm. 0.1 mg.* 
Digitalis leaf ] 0.1 gm. 0.2 mg.* 





*5 days a week. 


retics, and side effects. Maintenance dos- 
age schedules before and after transfer 
to acetyldigitoxin are summarized in 
table 3. 


RESULTS 


Of the 7 patients who had been in mod- 
erate failure, 5 showed no change after 
transfer to acetyldigitoxin, 1 was im- 
proved, and 1 was greatly improved. 
There was no change in 5 of the 16 pa- 
tients with less severe failure, 7 were 
improved and 4 were greatly improved. 
None became worse. 

As shown in table 3, 4 of the patients 
transferred from digitoxin to acetyldigi- 
toxin improved with smaller comparable 
doses, milligram for milligram, while 2 
required more. It is possible that the 
latter had not been adequately digital- 
ized with digitoxin. No attempt was 
made to compare maintenance dosage of 
digitalis leaf with acetyldigitoxin. 

Of these 23 patients transferred to 
acetyldigitoxin, 5 required no diuretics 
before or after transfer, while 9 were 
maintained on the same diuretic regime. 
Diuretic therapy was reduced in 5 pa- 
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tients and discontinued completely in 
another 4. Physical signs of congestive 
failure, such as peripheral edema, dysp- 
nea, and exercise tolerance, were relieved 
in 17 patients, while 6 showed no ap- 
preciable change. 

The usual signs of digitalis intoxica- 
tion, such as nausea or vomiting, cardiac 
abnormalities, and visual disturbance, 
were sought in all patients. Electrocardio- 
graphic evidence of digitalization, when 
present, remained the same before and 
after institution of acetyldigitoxin ther- 
apy. If such changes were not present 
before transfer, they were not found 
subsequently. In 2 patients who had fast 
pulse rates initially, bradycardia oc- 
curred after their transfer to acetyldigi- 
toxin, but this was soon corrected by 
decreasing the dosage. One patient’s elec- 
trocardiogram showed a first degree A-V 
block (P-R interval 0.24 seconds) during 
maintenance on 0.1 gm. of digitalis leaf 
daily, but this disappeared after he was 
transferred to 0.1 mg. of acetyldigitoxin 
daily. 

Mild nausea or anorexia but no vomit- 
ing appeared in two of these patients 
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OPERATIVE TREATMENT OF ANORECTAL LESIONS frequently results in the 
disappearance of pain described by patients as being “across the lower 
back.” The area pointed out is between the two posterior superior 
iliac spines, and the pain is distinctly different from that of coccy- 
godynia. Pain in the posterior hips is described as deep and dull along 
with fleeting, poorly defined pains down the back of both thighs stop- 
ping short of the popliteal areas. 

Examination by a competent orthopedist or neurosurgeon is desir- 
able, along with x-ray examination of the spine. 

If there is sufficient evidence of anorectal disease with this type of 
backache, most commonly an anal fissure, the patient may be told that 
there is a reasonably good chance of obtaining relief following proper 
surgical treatment. Only time will tell the full story, but since anorectal 
surgery is indicated anyway, the patient has nothing to lose. 


R. LEEVES MCCARTY: The relationship of low backache to anorectal disease. South M.J. 
50: 1152-1154, 1957. 


POSTURAL DIZZINESS IN AGED PERSONS is partly the result of compression 
of the vertebral artery or irritation of the nervus vertebralis Frank at 
the level of the sixth and seventh vertebrae. 

X-ray films of the neck of 35 patients-and 28 controls, all over 64 
years old, revealed advanced arthrotic changes in the cervical spines of 
both groups, but narrowing of the intervertebral foramina occurred 
most frequently in vertiginous subjects. ‘The attacks are generally pre- 
cipitated by sudden shifts in posture associated with turning or other- 
wise moving the head. 


E. J. ORMA and A. VOUTILAINEN: Roentgenological changes of the cervical spine in 
elderly patients with postural dizziness. Ann. Med. Int. Fenn. 46: 61-67, 1957. 
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Observations on Butamide 


as a diuretic agent 


JOHN H. MOYER, M.D., RALPH FORD, M.D., 
and KEITH PEVEY, M.D. 


HOUSTON 


@ Carbonic anhydrase inhibitors have 
come into wide use over the past five 
years as oral diuretics. However, because 
of limited potency and development of 
tolerance, currently available carbonic 
anhydrase inhibitors are of limited value 
and further research is being conducted 
in an attempt to find more effective 
diuretic agents of this type. The follow- 
ing report presents some laboratory and 
clinical observations on Butamide (SKF 
4965), a carbonic anhydrase inhibitor 
of the sulfonamide type, whose struc- 
tural formula is shown in figure I. 


Methods and Materials 

A laboratory experiment was set up to 
compare the diuretic response to ace- 
tazoleamide (Diamox) and Butamide in 
dogs, not hydrated with water. Clinical 
observations consisted of diuretic bioas- 
say studies on a group of patients in mild 
heart failure and chronic toxicity studies 
on another group of 24 patients and 3 
normal subjects. 


LABORATORY OBSERVATIONS 


The experimental animals were taken 
from their cages on the morning of the 
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Butamide, a carbonic anhydrase in- 
hibitor, was studied in the laboratory 
and in patients with heart failure. It 
is at least as potent as acetazoleamide 
(Diamox). When doses of 150 mg. per 
day are used, side effects are no more 
frequent than following the admin- 
istration of acetazoleamide. 


study, anesthetized with 30 mg./kg. of 
pentobarbital, and then catheterized. 
Control observations were made over 
three twenty-minute collection periods. 
Then the drug was given intravenously. 
For the study of Butamide, 5 dogs were 
given 5 mg./kg., 5 were given 10 mg./kg., 
and 11 were given 25 mg./kg. It was 
observed that the latter dose produced 
the maximum diuretic response to this 
agent. After the drug was administered, 
urine was collected for successive twenty- 
minute collection periods for four hours. 
Urine volume and sodium and potassium 
excretion rates were determined, using 
technics and methods that have been 
described previously.1 

For comparative purposes, similar ob- 
servations were made following admin- 
istration of acetazoleamide (Diamox). 
After suitable control observations were 
obtained, 4 dogs received 5 mg./kg., 5 
received 10 mg./kg., and 11 received 25 
mg./kg. The urine was then collected 
for successive twenty-minute periods over 
a period of four hours just as in the 
Butamide study. 














aa 2G 
ri da 
CH3C-N-C C-S-NHa 
0 
ACETAZOLEAMIDE 
(DIAMOX) 
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CHsCHpCHyC—N-C C-S-NHp 
0 
BUTAMIDE 
(SKF #4965) 


FIG. I. Structural formulas of Butamide and Diamox. 


CLINICAL OBSERVATIONS 


Clinical observations were made on two 
groups of patients. Group I consisted of 
10 patients in mild heart failure on 
whom diuretic bioassay studies were car- 
ried out. Group II consisted of 24 pa- 
tients and 3 normal subjects on whom 
chronic toxicity studies were done. 

The bioassay studies were conducted 
on a metabolic ward using men with 
mild heart failure who had previously 
demonstrated evidence of edema _ but 
who were edema free at the time of the 
study. Butamide and acetazoleamide 
(Diamox) were each given to 10 patients 
for two successive days. They drank 3,000 
ml. distilled water each twenty-four 
hours and ate a diet containing 50 mEq. 
sodium per twenty-four hours. ‘Twenty- 
four hour urine specimens were collect- 
ed and analyzed for sodium, potassium, 
chloride, and volume. The patients were 
weighed each morning before breakfast 
and after voiding. After suitable control 
periods, their urinary excretion rate of 
sodium was approximately 90 to 95 per 
cent of the dietary sodium intake. ‘The 
patients’ excretion rate of sodium con- 
tinued at this constant level for at least 
three days. 

Each patient was given a single dose 
of the experimental drug after breakfast 
for two consecutive days and body weight 
and excretion rates of water and electro- 
lytes were determined. After the drug 
was stopped, the sodium excretion rate 
usually decreased for one to three days 


during which time the body stores of 
sodium were replenished and the patient 
once more began to excrete at a fairly 
constant rate which was very close to his 
dietary sodium intake. Thus, it was 
usually seven days between administra- 
tion of the different drugs or successive 
doses of the same drug to each patient. 

Since the range between threshold 
doses and maximum effective dose (for 
increasing water and electrolyte excre- 
tion with Butamide) was so small, it 
was impossible to establish a good dose- 
response curve. However, it was possible 
to increase the dose in an incremental 
fashion until further increases in dosage 
resulted in no further increase in ex- 
cretion of sodium. This point was arbi- 
trarily termed the “apex” point. This 
same procedure has been used to estab- 
lish the apex point for other carbonic 
anhydrase inhibitors.? 

After the apex point was established, 
a dosage of at least twice the apex dose 
was administered as the testing dose for 
the drug. The response was then com- 
pared to that obtained with other similar 
agents. ‘Thus, the dose of Diamox was 
250 mg. daily, whereas Butamide was 
tested at 150 mg., for its apex dose was 75 
mg. At a later date, these patients re- 
ceived 150 mg. of Butamide for seven 
days to test for side effects and tolerabil- 
ity of the drug. 

The 24 patients and 3 normal subjects 
of Group II who were studied for chronic 
toxicity were divided into the following 
subgroups. 
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TABLE 1 


CLINICAL STATUS BEFORE ADMINISTRATION OF BUTAMIDE 





Etiology & incidental 


Name Age Sex Race 





diagnosis Therapeutic program 





Subgroup IIA—Patients who were being treated for heart failure 


O. D. 63 F Cc  ASHD N, M,D 
GF. 61 M Cc  ASHD M, D, NH, 
].G. 66 M C  ASHD M, D, NH, 
L..W. 53 M C ASHD M, D, NH, 
D.C. 71 M Cc ASHD & Cor. P. M 

E.W 73 M Cc  ASHD M, D 

C.B 47 M C  ASHD M, D, NH, 
E. J 64 M C  ASHD & CA-P M, D 

J. W 66 M C  ASHD & CA-L N, M, D 
J.B 46 M e ASHD, Von-R. & Hbg.C. M,D 

as 64 M Cc SHD M, D, NH, 
E. D 56 M C  ASHD M, D 

R.S 58 ¥ Cc  ASHD M, D, NH, 
B. I 67 F Cc  ASHD N, M, D 


Subgroup I1B—Patients without failure who received Butamide 


G. C. 54 F Ww HCVD Reserpine & Mecamylamine 
M. L. 58 F Cc HCVD Reserpine & Mecamylamine 
A. F. i. F C HCVD Reserpine & Mecamylamine 
N. W. 67 F Cc HCVD & CA-R Reserpine & Mecamylamine 
L. J. 59 F C Hypertension Reserpine & Mecamylamine 
L. R. 58 M C Hypertension Reserpine & Mecamylamine 
S. W. 53 M Cc Hypertension Mecamylamine 

H. H. 39 F Cc HCVD Mecamylamine 

D. j. 58 F Cc Hypertension Mecamylamine 

A. GC. 52 F WwW HCVD Rauwolfia 

B. A. 25 M W Normal None 

G. G. 24 M W Normal None 

K.P. 24 M W Normal None 





KEY TO ABBREVIATIONS 


HCVD-—hypertensive cardiovascular disease 
ASHD-~—arteriosclerotic heart disease 
SHD-—spyhilitic heart disease 

Cor. P.—cor. pulmonale 

CA-P—carcinoma of prostate 
CA-L—carcinoma of larynx 


Subgroup IIA consisted of 14 ambula- 
tory clinic patients in various degrees 
of cardiac failure. The clinical status of 
these patients is presented in table 1, 
Subgroup IIA. All of the patients were 
receiving various combinations of other 
diuretic agents—Mercuhydrin, Neohy- 
drin, and ammonium chloride. All were 
receiving digitalis. Since our primary in- 
terest was a study of side effects and 
dose-tolerance range, Butamide was 
merely added to the patient’s existing 
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Von. R.—Von Recklinghausen’s disease 
HBG. C—hemoglobin C disease 
N—Neohydrin 

M—Mercuhydrin 

NHs—Ammonium chloride 
D—Digitalis 


therapeutic program, and in no case were 
any drugs discontinued. The group con- 
sisted of 11 men and 3 women ranging in 
age from 46 to 73 years with an average 
of 61 years. All were Negroes. Although 
the severity of cardiac decompensation 
varied in these patients, the etiology was 
similar-—that is, arteriosclerotic heart dis- 
ease in 13 patients and syphilitic heart 
disease in one. 

Subgroup IIB consisted of 3 normal 
subjects (the investigators) and 10 hyper- 





























































TABLE 2 
EFFECT OF BUTAMIDE ON WATER AND ELECTROLYTE EXCRETION IN DOGS 
Urine volume Urine sodium Urine potassium 
ml./min. mEq./min. mEq./min. 
BPO. UNO. oS ee rt * q 1 - i Aes Aah ee 
no. (kg.) C D, OD, D,; Max CG D, D, DBD; Max CG D, D, D, Max 
Response to 5 mg./kg. given intravenously 
n 
1 16.0 .17 1.04 89 120 13 121 107 - 143 13 42 28 — 48 
4 90 27 .62 38 =< 85 15 83 53 _ 103 6 14 12 - 21 
5 15.0 .13 48 = «44 a 55 15 63 63 _ 82 10 45 38 — 55 : 
4 8.0 .15 Al mo 50 25 85 41. _ 100 8 12 9 —- 13 t 
) 13.0 .13 70 37 — 85 Il 146 99 _ 205 5 41 21 - 54 ; 
Average 17 65 A7 - 79 16 100 73 - 127 8 31 22 - 38 
P value*< 05 = -.10 Ol 05 10 = .20 
Response to 10 mg./kg. given intravenously 
1 10.0 .30 82 48 — = 1.20 8 42 29 — 53 22 109 40 — 164 
ve 100 12 79 50 — 85 8610 130 106 -- 152 10 45 30 = 53 
3 15.0 .37 1.04 88 — 1.25 15 161 147 — 215 17 80 63 —_ 132 
a 10.0 .10 81 53 — 85 9 130 128 _ 315 1] 83 47 _ 128 
5 10.0 .12 67 36 — 85 12 159 102 _ 190 1] 55 50 — 60 
Average BO: BS: 30° aa ee ae 24 74 #42 — 107 
P value*¥< 001 01 01 © 01 Ol #1 
Response to 25 mg./kg. given intravenously 
1 12.0 25 1.06 72 ~=6«44 «1.55 4 98 78 38 113 17 70 60 42 102 
2 12.0 .23 1.00 74 Al 1.30 1 149 130 47 191 9 95 55 44 141 
3 12.0 .13 69 «67 43 1.85 1 66 94 M2 137 3 97 68 ja IR 
4 14.0 .20 1.20 78 60 1.45 2 108 68 28 138 12 133 63 43 189 | 
5 13.0 .15 1.80 .68 51 2.50 14 271 64 42 304 6 60 47 47 66 
6 80 20 1.10 56 53 1.40 3 86 65 53 101 10 45 28 33 77 
7 16.0 .12 69 63 58 .90 5 92 125 125 144 7 61 39 29 128 
8 9.0 .12 65 .54 44 .70 8 92 113 98 125 5 70 52 43 106 
9 20 7 «4130 =«|63)6lUS CU 8 135 106 80 164 9 67 45 49 109 
10 90 12 1 30 3.24 90 10 72 49 31 90 7 36 27 16 48 
11 10.0 .15 67 57 40 80 21 90 112 95 127 8 57 55 40 66 
Average ly .99 63 50 1.30 7 114 9] 68 153 8 72 49 42 109 
P value*< .001 .001 .001 001 001 .001 001 001 .001 
KEY TO ABBREVIATIONS 
C=Control; mean of 3 twenty-minute urine collection periods before drug administration | 
Di=Average of 5 twenty-minute periods immediately following drug administration 
Do=Average of 5 twenty-minute periods one hour and forty minutes after drug administration 
Ds=Average of 4 twenty-minute periods three hours and twenty minutes after drug administration ‘ 
Max=Maximum excretory rates for water, sodium, and potassium during any one twenty-minute period ‘ 
*t=x aft (n-l) 
sx? ‘ 
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EFFECT OF 





TABLE 3 


ACETAZOLEAMIDE ON WATER AND ELECTROLYTE EXCRETION IN DOGS 





Urine volume 





Urine sodium 


Urine potassium 











ml/min. mEq./min. mEq./min. 
Dog Wt. es os : a) pees = '. asi 
No. kg. Cc D, D, D; Max C D, D, D, Mex CG D, D, Ds Max 
Response to 5 mg./kg. given intravenously 
] iZ20° 37 5 S44 COC SC SO 4 13 y= 25 
“4 120 17 60 75 — 100 16 mm SB — 8 . = = 48 
3 ISD 62° 158 272 — 290 38 455 72 -— 362) 12 rd Re | 33 
4 110 15 6 565 —6—CU OO — 80 19 9% 9 — 12 4 6 i= 9 
Average a | ee lOO 8 a. = SC 7 8 13 — 29 
P value*< 01 10 05 .001 10 8.20 
Response to 10 mg./kg. given intravenously 
] ie 25° 2 31 — 0 864 so oF = 88 15 oe) = 90 
2 me 15 40 3 — Mm 5 2 ee 52 «6 » ss = 43 
3 ay 25 6 6 — 65 28 10¢ 80 -— 118 7 mw 31 
4 92 Ae <8 i= 55 8 94 76 — 100 5 19 i 31 
5 ie 2 622. (8 100 26 107 #114 — = 138 “4 - 3 = 55 
Average 18 57 52 —- 10 14 80 74 — 98 7 ae = 50 
P value*< 01 01 Ol 01 05 .05 
Response to 25 mg./kg. given intravenously 
] ih 11 #119 S2 53 150 8 258 220 Si Fes 5 “106. 55 ---ot We 
2 110 .12 82 69 44 90 8 166 160 73 203 5 Do ae Se oe. 
3 50 27 +4180 1.11 169 2.65 $ 259 191 199 344 5 110-68 72 158 
4 13.0 13 1.08 .84 1.03 1.25 6 227 ill 114 248 5 52 54 53 68 
5 inn as Ue COST Oo 1 i a ae ‘ is al 26 = 30 
6 iso) 10 060CU5lCO SSC a 6932 0 6t 189 3 76 G2 S58 9 
7 11.0 .13 70 +4) 6938 210 8 77 59 39 89 8 44 29 4] 71 
8 ISD 25 138 100 38 170 tf 189 195 147 224 19 174 113 80 276 
9 19D 410 74 D4 45 25 7 44 69 40 75 4 69 53 38 103 
10 90 OF 63 <A7 31 80 z 9608S CCC CT 82 51 42 128 
1] 90 03 £81 1.24 62 3.10 2 109 193 110 440 2 i ae 
Average 16. 97 76 65 1.44 6 141 133 89 206 6 72 §3 51 109 
P value*< 001 .001 .001 001 .001 .001 001 .001 .001 





tensive patients without heart failure 
who were being followed in the hyper- 
tensive clinic. These were chosen as a 
control group in which to study the side 
effects of Butamide. The clinical status 
and vital statistics of the patients in this 
subgroup appear in table I, Subgroup 
IIB. All of the hypertensive patients 
were receiving antihypertensive therapy. 
Six were receiving reserpine and mecam- 
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ylamine in combination. Three were 
receiving mecamylamine alone and one 
was receiving Rauwolfia alone. This 
group consisted of 8 women and 2 men 
ranging in age from 33 to 67 years with 
an average of 56 years. Eight were Ne- 
groes and two were white. Severity of 
hypertension varied. 

In addition, an acute study was done 
on one investigator and on one hyper- 


















TABLE 4 


MEAN ELECTROLYTE, WATER, AND WEIGHT CHANGES FOLLOWING ADMINISTRATION OF BUTAMIDE 


































150 mg. 600 mg. 
Cc Bike. OB iH C BeBe VB I r 

Sodium (mEq.) 46 86 67 77 40* 31 50 98 71 85 48* 35 
Potassium (mEq.) 66 113 104 109 47 43 64 re. Gt 112 58 48 Me 
Chloride (mEq.) 55 48 40 4 —7 —Il1l 50 44 30 37 -—6 —13 
Water (liter) 4.2 4.5 4.3 44 0.3 02 42 4.6 4.5 4.6 0.4 0.4 ; 
Weight (kg.) 84.8 84.6 845 846 —0.2 —02 78.7 784 783 784 —03 —0.3 cy 
C=Average of control excretion (or weight) per twenty-four hours from 10 patients 
Fi=Average excretion (or weight) on first day of drug administration x 
Ee=Average excretion (or weight) on second day of drug administration : 
Es=Average excretion (or weight) for first and second days of drug administration (E1-E2) 

er: a ¢ 


I=Average E1-C 


I=Average Ei *P<0.01 for sodium 








tensive patient of Subgroup IIB to ascer- 
tain the acute blood pressure response 
to the drug. 

On their initial visit, all patients in 
Group II were placed on placebo. On 
the next visit, they were started on 600 
mg. of Butamide daily in four divided 
doses (after meals and at bedtime) in 
capsules which appeared to be identical 
with the placebos. The patients returned 
for evaluation on at least two occasions 
while receiving this dose. On the eighth 
day, dosage was increased to 1200 mg. 
daily in four divided doses administered 
for an additional seven days. Patients 
were seen for evaluation on at least three 
occasions while receiving the high dose. 

In those patients with severe side ef- 
fects, the drug was discontinued and a 
placebo substituted without the patient’s 
knowledge. It was considered that toler- 
ance to side effects had been achieved 
(1) when the effect became less pro- 
nounced or disappeared while the pa- 
tient was on the low dose and failed to 
increase or reappear even when the dose 
was increased or (2) when an effect ap. 




































peared initially on the low dose but 
disappeared after the dose was increased. 


Results 


Results of the laboratory and clinical 

studies are summerized under their re- 

spective headings. 

LABORATORY OBSERVATIONS 

Following administration of 10 mg./kg. , 
of Butamide, there was a significant and 

sustained increase in sodium, water, and 

potassium excretion (table 2). After 25 

mg./kg., this response amounted to a 

5-fold increase for water excretion 

(p<0.001) and more than a 15-fold in- 

crease for sodium excretion (p<0.001). 

Potassium excretion increased 9 fold 

(p<0.001), an effect of note. These re- 

sponses to Butamide were similar to the 
response following administration of ace- 
tazoleamide (table 3). 


CLINICAL OBSERVATIONS 
Bioassay ‘ 
The clinical bioassay data for Butamide 

diuresis are tabulated in table 4. The 
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TABLE 


> 


EFFECTS OF BUTAMIDE AND DIAMOX ON BODY WEIGHT AND 


INCREASE IN EXCRETION RATES OF WATER AND ELECTROLYTES 








Patient 


wW.&.. 
W. M. 
Average 


P value 


B. B. 
5. Hi. 
Average 


P value 


Increase in 
sodium excretion 
mEq./24 hrs. 


<.001 


30 


26 


50 
40 


60 


20 
35 


<.001 


Increase in 
potassium 
excretion 


Change in 
chloride excretion 


Increase in 


water excretion 


Decrease in 
weight change 





mEq./24 hr. mEq./24 hr. 1./24 hr. kg. 
Butamide (150-mg. dose) 
42 = 3 0.32 +0.3 
78 —26 0.38 —0.2 
71 =" —0.10 —0.4 
48 —45 0.30 --0.3 
13 = | | 0.42 —0.6 
27 — 3 0.50 —0.3 
16 +9 0.28 —0.2 
22 —11 0.00 —0.1 
84 4+ 6 0.00 —0.3 
26 —2)1 0.12 —0.1 
43 —11 0.22 — 02 
<.001 ~<a | < <.05 
Diamox (250-mg. oral dose) 
38 — 12 0.61 —0.6 
30 — & 0.46 —0.2 
15 — 12 0.10 0.0 
40 — 4 0.18 —0.4 
30 a AS 0.60 —06 
42 12 0.78 —0.1 
50 0 0.42 0.0 
38 = 4 0.24 —0.6 
48 — 16 0.72 —0.7 
28 12 0.24 —0.2 
36 — 9 0.44 —0.3 
<.001 <.01 <.001 <.02 








results in 10 patients following adminis- 
tration of 150 mg. are compared with 
those following use of 600 mg. There 
was not a significantly greater increase 
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in water or sodium excretion with the 
larger 600-mg. dose than there was fol- 
lowing a dose of 150 mg. (p>0.10). The 
observations also indicate that, when the 





















































































drug was given for two successive days, 
the increase in water and sodium excre- 
tion was significantly less on the second 
day than on the first, suggesting that 
tolerance develops rapidly. From a prac- 
tical standpoint, this would require that 
the drug schedule be interrupted about 
every third day if diuresis is to be an- 
ticipated following administration of the 
drug on subsequent days. 

Table 5 summarizes the observations 
made on these same 10 patients with a 
dose of 150 mg. The values are recorded 
as the response of sodium, potassium, 
chloride, water excretion, and decrease 
in weight as an average of two consecu- 
tive days during which the comparative 
test dose (twice the maximum effective 
dose) of 150 mg. was administered. 

The diuretic response to Butamide in- 
dicates an average increase in sodium 
excretion of 31 mEq./day (p<0.001). 
Concurrently, there was an increase in 
potassium excretion of 43 mEq. (p 
<9.J01). There was a slight reduction 
in chloride excretion which was not 
Statistically significant. However, the in- 
crease in water excretion was significant 
(p<0.05). Weight changes paralleled the 
increase in water excretion (p<0.05). 

The response to Diamox was very 
similar to the response to Butamide 
(table 5). Sodium excretion increased 
35 mEq. (p<0.001), and potassium ex- 
cretion increased 36 mEq. (p<9.001), 
whereas chloride excretion decreased 
(p<0.01). There was a highly significant 
increase in water excretion (p<0.001), 
but the weight loss was barely significant 
(p<0.02). 

Acute toxicity (Group I) 

Only one patient out of 10 experienced 
side effects with administration of 150 
mg. of Butamide per day for two days. 
This patient complained of paresthesias 
about the mouth, weakness, and lethargy, 
which occured on the first day of drug 
administration, but did not recur the 
following day. 





Chronic toxicity (Group II) 
Twelve out of 14 patients in Subgroup 
IIA completed a full eight days’ course 
of Butamide, receiving 600 mg. per day. 
One patient discontinued the drug after 
five days because of diplopia, paresthe- 
sias, marked sedation, pruritus, fatigue, 
weakness, and leg cramps. One other pa- 
tient discontinued it after seven days be- 
cause of dizziness, anorexia, paresthesias, 
fatigue, weakness, sedation, arm cramps, 
and an.aggravation of dyspnea. Both pa- 
tients were placed on placebo to ascer- 
tain whether these side effects were true 
drug effects. The first patient improved 
remarkably on placebo with only a mild 
pruritus persisting, but he was subse- 
quently placed on the 1200-mg. dose and 
his only symptoms were a moderate in- 
crease in sedation and fatigue, indicating 
that partial tolerance to the side effects 
had developed. The second patient failed 
to regain her appetite on placebo, her 
dyspnea continued to be severe, and she 
experienced palpitation and angina as 
well. However, her other complaints 
cleared on placebo after a period of 
seven days. The common side effects on 
the 600 mg. dose were: sedation, 64 per 
cent; fatigue and weakness, 36 per cent; 
paresthesias, 29 per cent; nocturia, 29 
per cent; leg cramps, 14 per cent; in- 
testinal cramps, 14 per cent; and dizzi- 
ness, 21 per cent. Aggravation of dyspnea 
occurred in 21 per cent, and anorexia 
and nausea in 14 per cent. Complete 
tolerance to side effects developed in one 
patient with nausea and vomiting, in 
another patient with dizziness, and in a 
third ‘with paresthesias. 

Ten out of 13 patients completed a 
full seven days’ trial on the 1200-mg. 
dose. One patient took this larger dose 
for only three days. This patient had 
previously discontinued the low dose 
after five days and was then placed on 
placebo for one week. Two additional 
patients received the large dose of the 
drug for only five days, after which it 
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RENAL HEMODYNAMIC RESPONSE TO ACETAZOLEAMIDE 
25 MG/KG GIVEN 


P VALUE < 20 .20 
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FIG. 1. Renal hemodynamic response to a carbonic anhydrase inhibitor (Diamox) in a dog. As water 
excretion increases, there is no significant alteration of glomerular filtration rate. It is concluded 
that the diuretic effect is caused primarily by a reduction in reabsorption of water rather than an 


increase in filtrate. 


was discontinued and they received 
placebo because of the severity of side 
effects. One of these latter two patients 
had marked anorexia, nausea and vomit- 
ing, a rash over his back, moderately 
severe abdominal cramps, marked seda- 
tion, and sialorrhea; the other patient 
became severely weak and fatigued and 
experienced paresthesias. On _ placebo, 
side effects in the first patient cleared 
with the exception of fatigue and weak- 
ness, which were still mild. All side ef- 
fects disappeared in the second patient 
while on placebo. 
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The more common side effects on the 
high dose were: sedation, 62 per cent; 
fatigue and weakness, 46 per cent; par- 
esthesias, 29 per cent; dizziness, 23 per 
cent; and anorexia, 23 per cent. Less 
common side effects were: aggravation of 
dyspnea, 23 per cent; aggravation of 
angina, 23 per cent; and sialorrhea, one 
patient. It appeared that the incidence 
and severity of side effects were very 
high on a daily dose of 600 mg., but only 
the severity increased significantly when 
the dose was increased to 1200 mg. per 
day. 














Nine out of 13 patients and the sub- 
jects in Subgroup IIB completed a full 
seven-day trial on the low 600-mg. dose. 
One patient discontinued the drug after 
seven days because of anorexia, nausea, 
vomiting, exfoliative dermatitis, diar- 
rhea, abdominal cramps, dizziness, fa- 
tigue and weakness, difficulty in uri- 
nating, prostration, and aggravation of 
dyspnea. One patient experienced 
marked dizziness, paresthesias, and severe 
apprehension. Two patients had marked 
weakness and lethargy, and the drug 
was discontinued. When the dose was 
increased in 9 patients, the severity but 
not the frequency of the side effects 
increased. In this group, the common 
side effects were: anorexia, 46 per cent; 
weakness and fatigue, 54 per cent; seda- 
tion, 23 per cent; dizziness, 31 per cent; 
paresthesias, 31 per cent; abdominal 
cramps, 31 per cent; and nocturia, 13 
per cent. The side effects were compar- 
able to the side effects observed in the 
patients in Group ITA. 

Tolerance of various degrees developed 
to the common side effects in approxi- 
mately one-half or less of the patients 
in Group II in whom drug administra- 
tion was continued. ‘Tolerance developed 
in 38 per cent of the patients with fa- 
tigue and weakness, in 66 per cent of 
those with dizziness, in 45 per cent with 
sedation, and in 50 per cent with pares- 
thesias. These figures represent total per- 
centage of complete or partial tolerance 
to side effects while on either the low 
dose or after the dose was increased. The 
observations on the acute hemodynamic 
response to the administration of 300 
mg. of Butamide to two patients indi- 
cated a 20-mm. Hg drop in systolic blood 
pressure in both subjects and develop- 
ment of mild headache in one of the two. 

These observations indicate that the 
side effects are prohibitive when doses 
of Butamide of 600 mg. or more are used. 
Since the diuretic response to 600 mg. 
is no more than the response to 150 mg., 








doses in excess of 150 mg. per day should 
not be used for therapeutic purposes. 


Discussion 
The use of carbonic anhydrase inhibitors 
as oral diuretics has found clinical ap- 
plication in the treatment of mild edema 
from numerous causes. Inhibition of the 
carbonic anhydrase system increases the 
excretion rate of sodium and potassium, 
followed by an obligatory loss of water. 
There is no evidence to indicate that 
glomerular filtration rate is increased 
(figure II). Therefore, it appears that the 
diuretic response is related primarily to 
the tubular effect of this compound. 

When the effect of Butamide is com- 
pared with Diamox in patients (table 5), 
there appears to be no essential differ- 
ence between the diuretic potency of 
these two agents. However, the toxicity 
studies indicate that the therapeutic- 
toxic range is more narrow for Butamide 
than it is for Diamox.*: 4+ Therefore, when 
using Butamide, it is essential that the 
smallest effective dose be employed. Our 
data indicate that there is no need for 
using a dose in excess of 150 mg. per 
day, and certainly not in excess of 250 
mg. per day (table 4). If this dose is not 
exceeded, the toxic manifestations of 
Butamide are minimized. However, if 
the dose is in excess of this amount, it 
can be anticipated that the side effects 
associated with the administration of 
Butamide will be considerably higher 
than in the case of Diamox administra- 
tion. This dosage response as to diuretic 
effect is the same for Butamide as it is 
for Diamox. When Diamox is given in a 
dose of 250 mg., maximum diuresis oc- 
curs. Increasing the dose up to 2000 mg. 
will not increase diuresis (figure II). 

Indications for use of carbonic an- 
hydrase inhibitors include maintenance 
therapy between parenteral mercurial in- 
jections for the treatment of severe con- 
gestive heart failure, the treatment of 
mild heart failure, premenstrual edema, 
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DOSAGE RESPONSE TO DIAMOX AS COMPARED TO NEOHY DRIN 
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FIG. 11. The acute dosage response to increasing doses of Diamox, a carbonic anhydrase inhibitor, 
using weight loss as the criteria of response in patients with edema from heart failure. The 
response to a 2000-mg. dose is no greater than the response to a 250-mg. dose. In the case of 
Neohydrin, there is an increasing response as the dose is increased from 4 to 8 tablets (equivalent 
to 40 to 80 mg. Hg). (Courtesy J. Chron. Dis. 2:670, 1955). 


S 


and other causes of edema 


secondary to water and sodium retention. 


numerous 


These drugs are considerably less potent 
in promoting sodium and water excre- 
tion than are the parenteral mercurial 
diuretics. Effect on the gastrointestinal 
system is considerably less than that ob- 
served with oral mercurial diuretics. 


Conclusions 


1. Butamide is at least as potent as 
Diamox in its ability to increase water 
and sodium excretion. 

2. The diuretic-toxic range of Buta- 
mide is more narrow than that following 
administration of Diamox. Therefore, 
the smallest dose which will produce 
maximum diuresis should always be 
used. It appears that 150 mg. per day is 
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the optimal dose—this dose being twice 
the minimal dose which will produce 
maximal diuresis. 

3. When doses of 150 mg. or less are 
used, side effects are minimal and are no 
more severe than those observed with 
the administration of Diamox. 
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geriatric patient 


Rehabilitation of the blind 





C. W. BLEDSOE 


WASHINGTON, D.C. 


¢@ A most important fact to keep in mind 
concerning the blind geriatric patient is 
that he has rarely been blind from birth. 
The incidence of blindness in both eyes 
triples between the ages of 60 and 69, 
doubles again between 70 and 79, and 
triples once again between 80 and 89.' 

This brings into play a considerable 
array of circumstances which are special 
to acquired blindness, as distinguished 
from congenital blindness. Geriatric pa- 
tients, blind from birth, have had so 
long a time to learn to manage their 
blindness in relation to their environ- 
ment that they have become artists at it. 
Such, however, is not the case with geri- 
atric patients blinded late in life, who 
often require a great deal of help and 
are the despair of some of the people 
who try to give it to them. 

Physicians treating such patients are 
confronted by a problem which is en- 
countered by nearly all professional per- 
sons, even including the clergy, who aid 
the blind. The number of blind people 
in the total population, even among the 
aged, is fortunately small. However, a 
result of this small number is meager 
experience. Practice is insufficient to 
make either action or word truly appro- 
priate, as each can be in those situations 
which are refined year after year by many 
practitioners working with thousands of 
patients. 


C. W. BLEDSOE is chief of blind rehabilitation, 
physical medicine and rehabilitation service, De- 
partment of Medicine and Surgery, Veterans 
Administration. 


This paper discusses personal prob- 
lems confronting the geriatric patient 
at onset of blindness, with special 
emphasis on the manner in which the 
patient may be expected to relate to 
his physician and other medical per- 
sonnel before he is willing to consider 
himself blind, and the types of re- 
sponse and help which may lead to 
eventual acceptance of appropriate 
aids for the blind. 


The treatment of blind patients is 
further complicated by their great per- 
sonal dependency upon the physician. 
This dependency is brought vividly to 
the doctor’s awareness by the amount of 
his time consumed by the newly-blinded 
patient. To the newly-blind who have 
not mastered their blindness, time is a 
large ocean of consciousness without 
substantial footing. Approaching and re- 
ceding voices are one of the realities of 
this limbo. It is natural to buttonhole, 
if possible, the voice of authority. 

The tolerance shown by all his listen- 
ers is of course highly important to the 
newly-blind person. Nevertheless, it is 
obvious that this indulgence must have 
limits, and the physician must have re- 
sources upon which to call in order to 
bring the patient to terms with himself 
and the world about him. 

One fretful remark that is sometimes 
heard is, “Why doesn’t some agency for 
the blind do something for him?” 

A complication which often forestalls 
such action is the frantic resistance on 
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the part of the patient to any suggestion 
that help might come from a source as- 
sociated with the word blind. There are 
a large number of special organizations 
which are designed to meet the needs of 
blind people, and these are listed in 
“The Directory of Activities for the 
Blind,” published by the American 
Foundation for the Blind. However, no 
matter what its resources are, it is un- 
likely that any organization can do much 
good by direct association with a blind 
person who is determined to have noth- 
ing to do with anyone concerned with 
the word blind. 

This is a point of embarrassment and 
strain between agencies for the blind 
and the communities which they serve. 
It may help to alleviate this strain if it 
can be more widely known that the new- 
ly blinded are apt to decline audience or 
consultation where the word blindness 
lies. Forcing the issue is worse than use- 
less, and, for the time being, help must 
come from some source untarred by the 
fateful stick, at least where direct con- 
tact is concerned. 

Hardly a phase of human help could 
require more careful understanding be- 
tween the worker for the blind and every 
other category of human helper—physi- 
cian, clergy, and others. There is a move- 
ment now on foot among workers for 
the blind to identify, define, and com- 
municate something regarding these 
problems to everyone managing commu- 
nity resources dealing with the blind. 
Certain experiences of Veterans Admin- 
istration personnel may be helpful in 
this movement, since the organization 
has long served blind veterans without 
any facility organized from top to bot- 
tom exclusively for the blind. 


Emotional Problems of 

the Newly Blind 
Among newly-blind geriatric patients 
certain dimensions of emotional suffer- 
ing recur so frequently that they may 
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be categorized specifically. Some of the re- 
actions which may be encountered are 
the following: (1) uncertainty of out- 
come, (2) resistance to treatment despite 
favorable prognosis, (3) false hopefulness 
in the face of unfavorable prognosis, (4) 
superficial realization of blindness, (5) 
realization of blindness with depression, 
and (6) realization of blindness with 
constructive attitude. 

Without pretending to offer exhaus- 
tive or scientific analysis of the above 
patterns, we are still able to trace some 
of the human processes which are so 
often a part of them that they may be 
recognized among patients with eye trou- 
ble wherever they may be found. 
UNCERTAINTY OF OUTCOME 
For the most part, the patient who is 
doubtful about his chances of gaining 
back his sight does not think of himself 
as a blind patient except perhaps during 
short periods of pessimism. The excep- 
tion is the eccentric pessimist who over- 
indulges in preparation for the worst. 
He may demand a braille teacher long 
before such help is necessary and insist 
on being blindfolded to “learn the 
ropes” on how to get around without 
sight. He develops an odd satisfaction 
with himself as a blind person so that 
it sometimes appears that not only the 
expectations, but some obscure hope of 
a lifetime is fulfilled when the loss of 
sight threatens, although should blind- 
ness become permanent, he may be dan- 
gerous to himself indeed. Meanwhile he 
enjoys devising small aids for himself 
and in general playing the game of out- 
witting his blindness. He is no great 
problem partly because he is rare, being 
the individual to whose heart “every 
bitter thing is sweet.” 

In most eye wards, it is common for 
both doctors and patients to put off 
recognition of permanent blindness as 
long as possible. Medical personnel ac- 
complish this by preserving the patient’s 

















idea of himself as an eye patient rather 
than a blind patient. There is much to 
be said for this procedure for short pe- 
riods, but over a long period it can lead 
to invalidism and adjustment to bed 
life which could be avoided. 


RESISTANCE TO TREATMENT 

DESPITE FAVORABLE PROGNOSIS 

Quite often, even though there is a good 
prognosis for sight improvement or sight 
restoration by medical treatment, the 
patient’s attitude toward treatment is un- 
favorable, and he will not face’ the fact 
that surgery gives promise of sight for 
all practical purposes. If doubt finds an 
advocate with one person who strongly 
influences the patient, then doubt may 
prevail to the extent that there will be 
no surgery. This may lead to bitter over- 
the-counterpane family disagreements 
devastating to the patient. 

Witness against surgery may be the 
friendly cloak of venerable blindness it- 
self. Age is often not enough to afford 
the sheltering respect infirmity needs, 
but blindness gives a kind of immunity 
from the brashness of a time which is 
a long way from kneeling to get blessed 
by its grandsires. The ancient, primarily 
superstitious, fear of blindness can bring 
a hush to a family group—a hush that 
does not flow through any other channel, 
except perhaps the presence of the dead. 
This result may make blindness more 
rewarding than sight, and even after 
relatively successful cataract surgery— 
which makes the difference between be- 
ing able to find, or not find, slippers— 
the patient may be reticent, suspicious, 
even harshly accusing. 


FALSE HOPEFULNESS IN THE 
FACE OF UNFAVORABLE PROGNOSIS 


Sometimes prognosis for improvement or 
sight restoration is negative, but the pa- 
tient avoids facing this by maintaining 
hopes of sight restoration. This particu- 
lar factor is one always to be evaluated 





with regard to the newly-blind patient 
of any age. The most forthright of 
ophthalmic surgeons must pick his time 
to inform the patient that further re- 
storative medicine would be useless, and, 
only in rare instances, does the patient 
grasp the truth immediately. Thoughts 
that “This can’t be happening to me,” 
or “This is a dream from which I will 
awake,” or “Maybe the doctor doesn’t 
know what he is talking about,” are re- 
current, both consciously and subcon- 
sciously. Under these circumstances, the 
physician and his allies must take care- 
ful readings of the patient’s acceptance 
of blindness from verbatim utterances 
which indicate that hope has risen or 
fallen. 

A statement by an ophthalmologist 
that the patient has been informed that 
he is blind may not be regarded as tanta- 
mount to the patient’s acceptance of 
blindness. Patients often give signs that 
they have “blacked out” on what the 
doctor has believed was a definite state- 
ment, and, on the other hand, have man- 
aged to extract from the doctor some 
such words as “one chance in a million” 
or their equivalent in tone or meaning. 
The doctor tends to think of the one 
chance in a million. The patient tends 
to think of the million chances out of 
which he hopes one may develop. 


SUPERFICIAL REALIZATION OF BLINDNESS 


On a verbal level, the patient accepts the 
information that he is permanently blind 
but he resists all effort to get him to 
take steps to live his life as a blind 
person. 

The emotional resources of the pa- 
tient, when sufficiently mustered, can 
direct all available strength to ingenious 
devices which force the reality of blind- 
ness into the unconscious; it may be by 
maintaining hope of sight restoration as 
described above. But more insidious and 
more difficult to manage is the super- 
ficial and verbal acquiescence to diag- 
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nosis of blindness, accompanied by lack 
of ability to integrate the new fact into 
the accustomed way of life. 


REALIZATION OF BLINDNESS 

WITH DEPRESSION 

The patient accepts the idea that he is 
blind, and he demonstrates this accept- 
ance by a deep depression. This for a 
time is healthy, natural, realistic, and 
should be respected. However, if it lasts 
too long the most skilled mental hygiene 
available should be sought. 


REALIZATION OF BLINDNESS 

WITH CONSTRUCTIVE ATTITUDE 

The patient accepts the idea that he is 
blind, and exhibits a certain amount of 
interest in enjoying life under the cir- 
cumstances. This is the “consummation, 
devoutly to be wished.” 


Resources Available 


None of these reactions to blindness is 
so far removed from the experience of 
most human beings that it should be 
called abnormal or defy honest efforts at 
identification for the purpose of insight 
on the part of those who work with the 
blind. 

Obviously there can be no standard 
means of procedure, for not only various 
personality traits but various physiologic 
complications other than blindness are 
regularly found in the geriatric patient. 
In deciding whether an aged individual 
should be encouraged to face the fact of 
blindness, not only must the prognosis 
for sight be considered, but the prognosis 
for life as well. 

If there is a long period of doubt 
before prognosis is certain, it should be 
attended by special technics of suppor- 
tive help both emotionally and in the 
area of physical competence. Without 
this assistance, the patient may freeze 
into one of the negative attitudes men- 
tioned above, either clinging to hope of 
sight when there is no hope, or refusing 
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ophthalmology when the prognosis is 
good, in either case against all the logic 
of the situation. 

The learning of common technics of 
living without sight can be motivated 
on a basis of temporary convenience, 
provided there is no risk of damage to 
the sight by minor collisions with such 
obstacles as door-jambs. In any case, most 
of these accidents could be avoided by 
adequate use of the cane. The special 
cane technic taught by Hoover? can well 
be studied and employed to the advan- 
tage of the geriatric patient, even though 
the older patient is quite a different 
being from the young, combat-blinded 
veteran for whom the method was origi- 
nally designed. However, there is the 
difficulty of introducing the technician 
whose economic role is indelibly asso- 
ciated with blindness. 


READER AND GUIDE SERVICE 


There are many reasons to consider full- 
er use of reader and guide service, two 
basic aids to blind geriatric patients 
which physicians might well encourage 
communities to stress. 

It is truly impressive how the spirits 
of an aged blind person revive when 
there is someone at hand who will read 
directions on medicine bottles, labels on 
heirlooms, mail-order catalogs, mail just 
arrived and letters fifty years old, today’s 
newspapers and well-saved clippings, the 
telephone book, street signs, and the 
like. It is also impressive how briskly 
aged blind people walk if they have a 
guide to go with them where they want 
to go: to bank, to church, to primary- 
school entertainment, to the Building 
and Loan Association. 

These wants sound simple, and as 
though they might be fulfilled easily by 
members of the family. Such, however, 
is not the case under the pressures of 
modern living. Moreover, there are emo- 
tional requirements which cannot be 
met on the casual basis of ordinary fam- 














ily relationships. There are emotional 
factors in seeing members of the family, 
if not in the patient, which often create 
a malefic tension. 

On the other hand, certain difficulties 
might arise in organizing a guide and 
reader program for the blind, which 
would cause the endeavor to miscarry if 
the program were not planned carefully. 
Some steering from an experienced work- 
er for the blind can be invaluable. 

Certain definite technics in guiding 
can make for a much smoother passage. 
Untutored blind persons often ‘continue 
year after year in uncomfortable _per- 
sonal habits, as when they permit them- 
selves to be propelled by the elbow in- 
stead of following the guide’s elbow, or 
allow themselves to be stumbled diagon- 
ally against curbs, instead of squaring 
off for a clean right-angle approach 
which would give warning of a step 
upward. 

Concerning the art of constructive lis- 
tening, authorities have been, and con- 
tinue to be, articulate. Such listening dif- 
fers with blind people only in the many 
audible signs which must be given to 
indicate that the listener hears, under- 
stands, and is paying attention. This may 
be done by many pleasant sounds other 
than “Yes” or “That’s right.” There is 
no substitute for the true listening which 
makes it possible to go along in thought 
with the person speaking. 

Reporting for a blind person may be 
a fine art indeed, but one which is dif- 
ficult to perfect, since it depends on the 
individual taste of the listener. Never- 
theless, it is safe to caution against vague 
or careless references to objects as “this 
thing,” or “that thing over there.” 
PLANNING PROGRAMS FOR THE BLIND 
Reader and guide service is rather spe- 
cial to the blind but not so special that 
it could not be made available for per- 
sons with every hope of sight restora- 
tion, as well as for those without hope. 


This would be on a basis of immediate 
practicality and without any crucial need 
to face the fact of permanent blindness, 
allowing both an initiation and breath- 
ing space, and letting the blind person 
know how much he can still do, long 
before he is a blind person in his own 
mind. 

This rather simple recipe would have 
one basic hazard—this would be the natu- 
ral efforts of clients, once confidence were 
established, to press guides and readers 
into other areas of work for the blind, 
such as home teaching and social work. 
This would confront them with some 
rather deep and controversial problems, 
which would tax the skill of people pro- 
fessionally disciplined in personal fenc- 
ing with aggrieved people. 

For this reason, it is highly desirable 
that whoever launches and directs such 
an undertaking should be a person ca- 
pable of securing counsel from those 
familiar with the ways of human beings 
in trouble, and able to coach readers and 
guides on how to disengage the tendrils 
of the human vine without damage. 

A basic purpose of such a convales- 
cent program is to bring the blind per- 
son to the point where he is willing to 
accept help from “services for the blind.” 
This point is quite close when he says, 
“I realize I am blind. Aren’t there any 
agencies in this town for the blind?” 

This moment is crucial, but no one 
should ever immediately pick up the 
phone and ask any agency for the blind 
to do anything which is done custom- 
arily for any member of society, such 
as making a cardiogram or dental prothe- 
sis. Nevertheless, there are some things 
which agencies for the blind can do, and 
do better than any other agency. 


WORKERS FOR THE BLIND 


Generally the most helpful person to be 
found is one of the several thousand 
persons in the United States, known as 
“workers for the blind.” The most re- 
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describing such a worker is 
“orientor,” although as a rule this is 
limited to a few trainers in foot travel 
for the blind.* Workers for the blind are 
qualified to help the blind in many ways, 
the most usual of which is experience. 
Hardly any group of society is so in- 
formally constituted, although its mem- 
bers are associated with several hundred 
organizations for the blind, including 
several national agencies. No licensing 
agency separates the competent from the 
incompetent individual, and, as a rule, 
the only way blind people and _ their 
friends can know these people is by 
their fruits. 

It is lamentable when blind people 
fail to have the benefit of a personal 
friendship with some one of these people 
“in the field.” If nothing else, a feeling 
of isolation and peculiarity is thereby 
cut down, but a chance of other gains 
is also lost. The “field” has been thinking 
about blindness a long time. It knows 
about small helps such as braille slates, 
styluses, signature guides, and a great 
deal about adversity, disaster, and des- 
peration. 


cent term 


HOME TEACHERS OF THE BLIND 


Not enough is told the general public 
or physicians concerning home teachers 
of the blind. Like social workers, they 
have been too deeply preoccupied with 
human problems to record and _ propa- 
gandize what they do. They are gener- 
ally employed by state commissions for 
the blind or privately operated organiza- 
tions for the blind, and their activities 
are adjunctive to work for the blind. 
Many are blind themselves or with par- 
tial sight. 


Evaluation of Programs 


In the stress of ordinary living there are 
few people who are able to stand by 
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giving a blind person only as much help 
‘ i . . . . . 
as he needs. Time is passing and it is 
sasier and less embarrassing to take over 
and do things for him. 


Nevertheless, in any grand tour of 
any agency dealing with the blind, it 
should always be kept in mind that the 
best aid to the blind has always been 
characterized by a respect for personal 
freedom which extends into the minutest 
particulars of ordinary living. If this is 
absent in spirit, no amount of equip- 
ment and activity can make up for its 
lack. 

The ideal of blind rehabilitation is 
almost the direct antithesis of what the 
Twentieth Century calls ‘“brain-wash- 
ing,” which breaks down an individual 
for the purpose of making him submit 
to a cultural theory. Rather, it is a belief 
that neither individual nor culture 
should be constrained by anyone’s cul- 
tural theory, but that both individual 
and culture have positive and creative 
forces beyond anyone’s power to predict, 
and that in their interdependent proc- 
esses of growth lies the most valuable 
heritage of the human race. 

Among the best workers for the blind, 
the principle is maintained that the pos- 
sibility for personal discernment, enjoy- 
ment, and even growth is always open, 
for the individual who will die tomor- 
row as well as for the one born yesterday. 
It is the presence of this concept which 
should be sought in viewing the poten- 
tial of any program for blind people. 
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Mesenteric vascular inadequacy 


JAMES F. SULLIVAN, M.D., JOSEPH A. EZZO, M.D., 
WILLIAM T. FITZGERALD, M.D., and 
ROBERT E. MACK, M.D. 


ST. LOUIS 


@ Mesenteric vascular inadequacy with 
resultant infarction of the bowel differs 
in certain aspects from vascular inade- 
quacy in other organs of the body.’ The 
immediate mortality is secondary to the 
presence of necrotic tissue rather than 
to dysfunction of the organ. Successful 
treatment depends upon the early recog- 
nition and surgical removal of this 
tissue.2, The poor survival rate which 
results from delayed or mistaken diag- 
nosis indicates need for continued study. 

In the group of cases concerned in 
this report, an attempt has been made 
to define, first, the type of patient and 
clinical situation in which mesenteric 
inadequacy may appear and, second, the 
physical and laboratory findings upon 
which a decision for exploratory lapa- 
rotomy may be based. 


Method and Material 


The cases of mesenteric vascular insufh- 
ciency recognized at surgery or at post- 
mortem at the St. Louis Veterans Ad- 
ministration Hospital, St. Louis City 
Hospital, and the St. Louis University 
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Since mesenteric vascular inadequacy 
is seldom recognized clinically as a 
cause of bowel infarction, diagnoses 
may be delayed or inaccurate, result- 
ing in high mortality. Etiologic and 
pathogenic faciors therefore assume 
great importance in creating the sus- 
picion which leads to correct evalua- 
tion of nondistinctive signs and the 
early, aggressive surgery which is 
requisite for successful treatment. 


Group of Hospitals during the period 
from January 1948 to July 1956 were 
reviewed. All cases in which infarction 
was secondary to extraluminal constric- 
tions or peritonitis were excluded. A 
total of 34 cases was reviewed. 

As shown in table 1, 27 of the 34 sub- 
jects were over the age of 50, and 4 were 
over 80 years of age. The prevalence of 
this disease between the ages of 50 and 
60 is well recognized. Only 2 of the 10 
women in this series were under 60, and 
none was under 50. 


Analysis of Findings 
The.various data collected during the 
study will be analyzed under the respec- 
tive categories. 


SYMPTOMS AND SIGNS 


a 


Pain. In only 25 of the 34 cases was 
abdominal pain recorded as a part of 
the symptomatology (table 2). A dis- 
turbed state of consciousness or presence 
of other pathologic conditions may have 
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TABLE 1 


AGE AND SEX INCIDENCE 





Age Male Female Total 
20-30 2 0 v4 
30-40 0 0 0 
40-50 l 0 1 
50-60 12 2 14 
60-70 5 4 9 
70-80 2 2 4 
80-90 2 2 4 
Total 24 10 34 





prevented the recognition of abdominal 
symptoms in the remainder. Pain, if pres- 
ent, was severe. It was generalized at the 
onset in 9 of the patients, and in the 
others the initial complaints were epi- 
gastric or right-sided pain. Pain was de- 
scribed as being constant for the most 
part, although some patients described a 
colicky quality initially. 

Nausea, Vomiting, and Diarrhea. Nau- 
sea and vomiting occurred in 20 of the 
34 patients. One had nausea only, and 13 
had neither. Hematemesis was rare, Oc- 
curing in only | patient. Blood in the 
stools was noted in 4. Two others were 
noted to have guaiac positive stools with- 
out gross bleeding. Diarrhea, consisting 


rABLE 2 


SIGNS AND SYMPTOMS 





Number Per cent 
Pain 25 73.5% 
Nausea and vomiting 20 58.6% 
Diarrhea 9 26.5% 
Melena 4 11.7% 
Hematemesis | 3% 
Signs, surgical abdomen 18 50.3% 
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of 3 to 4 poorly formed stools a day, 
occurred in 9 patients. 

Onset. The appearance of symptoms at- 
tributable to mesenteric insufficiency was 
sudden in 23 patients and insidious in 
11. Of the patients with sudden onset, 
9 were hospitalized within twelve hours; 
10 had been hospitalized for another 
condition at the time of onset; and 4 
were admitted within five days after on- 
set of symptoms. Of the patients with 
an insidious onset, 2 were already hos- 
pitalized, 1 was admitted on the day of 
onset, and the remainder from two days 
to three weeks after initial symptoms. 

Signs. In 18 patients, signs indicating 
a surgical abdomen, such as involuntary 
guard, rigidity, rebound tenderness, and 
hypoactive or absent bowel sounds, were 
present when the patient was first seen, 
or they developed during the course of 
the disease. In the remaining 16 patients, 
appearance of signs of a surgical abdo- 
men was not recorded. 


LABORATORY TESTS 


Leukocytosis. Eleven of the 34 subjects 
had a white blood count of over 20,000, 
and 14 had a count of 10,000 to 20,000. 
All showed a pronounced shift to the left. 
There were 3 instances of white cell count 
over 30,000, including one of 46,600. 

Electrocardiogram. Abnormal tracings 
were found in 21 of the 28 patients test- 
ed. Auricular fibrillation was present in 
10, auricular fibrillation and left bundle- 
branch block in I, recent myocardial in- 
farction in 2, old myocardial infarction 
in 2, conduction defect in 2, and myo- 
cardial change in 4. 

Diastase. Of the diastase determina- 
tions carried out in 12 of the 34 patients, 
10 were within a normal range of 60 to 
200 Somogyi units, and 2 had elevations 
of 320 and 640 Somogyi units. 

X-ray. X-ray examination of the ab- 
domen, consisting of a flat plate and an 
obstruction series, was performed on 9 
patients. Findings were considered con- 














TABLE 3 


ETIOLOGIC AND PATHOGENIC FACTORS 





Cardiac 


Congestive failure with regular pulse 
Congestive failure (ASHD) with AF 
Congestive failure (RHD) with AF 
Old myocardial infarction 

Recent myocardial infarction 
Compensated ASHD with AF 


Previous history of thrombophlebitis 


‘Trauma 


Carcinoma 


Other arterial occlusion in absence 


of cardiac disease 


* Or O98 Of > 


oS 


> 


no 


no 





TABLE 4 


DIAGNOSES 





Mesenteric occlusion 


Cardiac failure with 
digitalis intoxication 


Appendicitis 


Gastrointestinal 
malignancy 


Bowel obstruction 


Perforated peptic ulcer 


Renal artery 
thrombosis 


Ureteral calculus 
Gastroenteritis 
Cholecystitis 
Myocardial infarction 


Malignant 
hypertension 


Cerebral vascular 
accident 
Abdominal pathology 


not suspected 


Surgical abdomen of 
undetermined 
etiology 


Number operated Survival 


no 








sistent with paralytic ileus in 7, were 
considered suggestive of volvulus in 1, 
and were interpreted as normal in 1. 


ETIOLOGIC AND PATHOGENIC FACTORS 
The incidence of coexisting cardiac dis- 
ease in these patients was quite high, as 
indicated in table 3. Congestive failure 
with a regular pulse appeared in 4 pa- 
tients. Myocardial infarction, as demon- 
strated at autopsy or by electrocardio- 
graphic changes, had occurred at some 
time in the past in 5. A recent myocardial 
infarction had occurred in 5 others. Of 
the total of 10 patients with auricular 
fibrillation, 6 had congestive failure, and, 
of these, 3 had rheumatic heart disease. 
Two of the patients gave a past history 
of thrombophlebitis. Mesenteric throm- 
bosis in 2 others was probably traumatic 
in origin, 1 following an aortogram and 
1 following a fall with fractured pelvis. 
One patient had Buerger’s disease, while 
another had carcinoma of the lung. Mes- 
enteric occlusion or vascular insufficiency 
with bowel infarction occurred 12 times 
in patients originally hospitalized for a 
different lesion. The initial hospitaliza- 
tion of 1 patient was for mesenteric oc- 
clusion; operation and bowel resection 
were followed by a second and fatal oc- 
clusion. Hospitalization was necessary 
for 4 others because of thrombosis of 
the popliteal, renal, iliac, and distal 
aortas, respectively. Four patients were 
admitted because of congestive failure, 
2 for a cerebral vascular accident, and 
1 for renal enlargement (mesenteric oc- 
clusion followed aortogram). 


DIAGNOSES 


In table 4, which presents the diagnoses 
made for all the patients in this group, 
it will be noted that mesenteric occlu- 
sion was diagnosed in 7 and abdominal 
pathology was not suspected in 5. 
SURGICAL RESULTS 

Nine of the 34 patients were submitted 
to surgery with resection of the infarcted 
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bowel. Of the 3 patients who recovered, 
1 was lost to follow-up after six months, 
1 died of a cerebral vascular accident 
one year later, and | patient is still alive 
eight years after resection of all of the 
small intestine with exception of duo- 
denum and 2 feet of jejunum. He now 
has a nutritional problem with evidence 
of an inadequate absorptive area in the 
intestine. The remaining 6 died within 
two weeks of operation, 1 immediately 
postoperatively, 2 within the first twenty- 
four hours, and 4 on the seventh or 
eighth postoperative day. 

PATHOLOGY 

In each case the pathologic state was 
one of hemorrhagic infarction of various 
segments of the small bowel. Vascular 
occlusion was identified in 20 of the 34 
patients. The superior mesenteric artery 
was involved in 18, the mesenteric veins 
in 1, and vein and artery in 1. Clinical 
findings were essentially the same with 
each type of vascular inadequacy. 


Discussion 


Analysis of these cases and review of the 
literature justifies the re-emphasis of 
some concepts of mesenteric vascular in- 
sufficiency. Men are affected more often 
than women, and the peak incidence is 
in the fifth and sixth decades. It is un- 
common in the female under 50, with 
none being found in this series. 

The clinical picture is much the same 
in all reports. Pain—intense, colicky, 
or steady—is a major component and is 
associated with other gastrointestinal 
symptomatology, such as nausea and 
vomiting. Hematemesis or melena is un- 
common. There is a gradual develop- 
ment of distention, rigidity, and guard 
with hypoactive or absent bowel sounds. 
However, the gastrointestinal symptoms 
are not at all distinctive and may be ab- 
sent or unrecognized. In 9 patients in 
this series, there was no mention of ab- 
dominal pain. Fourteen had neither 
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nausea nor vomiting, and in 14 the clas- 
sical signs of surgical abdomen were not 
sufficiently pronounced to arouse sus- 
picion of intra-abdominal pathology. 
Leukocytosis was prominent to a degree 
often out of proportion to the rest of 
the clinical state. Shock appeared termi- 
nally but was an uncommon feature 
early in the course. 

X-ray examination of the abdomen 
may aid in diagnosis. Thickening of the 
bowel wall and dilatation of the small 
intestine and a portion of the colon with 
absence of mechanical obstruction®* 
have been described. The abdominal 
roentgenograms of 7 of 9 patients so 
examined revealed paralytic ileus and, 
although not diagnostic, confirmed the 
presence of intra-abdominal pathology. 

The experience in this series would 
indicate that the serum diastase value is 
seldom elevated. No determination was 
high enough to cause confusion with 
pancreatitis. 

It is apparent that the clinical signs 
and symptoms and laboratory and x-ray 
findings will rarely in themselves lead to 
a diagnosis. The pathogenic and etiolo- 
gic factors therefore assume great im- 
portance in that they create the suspicion 
which leads to the correct evaluation of 
the nondistinctive signs. Congestive fail- 
ure, myocardial infarction, and auricular 
fibrillation are the most important etiol- 
ogic factors. The exact pathogenesis is 
often obscure, and no vascular occlusion 
could be identified in 14 of these cases. 
In 18 patients the superior mesenteric 
artery was occluded. 

‘Wilson and Block have commented on 
the problem of distinguishing arterial 
thrombus from embolus. Although the 
full criteria for diagnosis of embolism as 
described by Johnston and Baggenstoss® 
were not present in any of our group, 
7 patients had mural thrombosis, a sud- 
den onset of symptoms, and evidence of 
infarction in other organs. Presumably 
mesenteric artery embolization occurred 











ce 





in these individuals. Carucci! has point- 
ed out that since the arteriosclerotic 
process seldom involves the superior mes- 
enteric artery, infarction without occlu- 
sion is unlikely. No difference in clinical 
course could be discerned in those with 
arterial occlusion from those having no 
demonstrable occlusion. 

Trauma, past history of phlebitis, and 
the presence of carcinoma or other vascu- 
lar occlusions without associated heart 
disease were also significant etiologic fac- 
tors in this group. A total of 33 of the 
34 patients had pre-existing conditions 
known to favor thrombosis or embolism. 
The occurrence of mesenteric vain oc- 
clusion!®-16,1,3 has been described as 
having a varied etiology, secondary to 
blood dyscrasia, pancreatitis, and intra- 
abdominal pathology, as well as being 
of unknown etiology. There was a single 
case of primary venous occlusion in this 
group. 

A review of the clinical diagnoses 
shows that intra-abdominal pathology 
was suspected in 20 patients. The pres- 
ence of gastrointestinal symptoms or ab- 
normal physical findings on abdominal 
examination of a patient known to have 
conditions predisposing to vascular occlu- 
sion causes strong suspicion of intestinal 
infarction. Unless the patient is in ex- 
ceedingly poor condition, laparotomy is 
indicated on these grounds. Three of 
the 9 patients who underwent surgery 
survived. Of the 6 who died in the post- 
operative period, 2 are thought to have 
succumbed to cardiac lesions presumably 
unrelated to surgical procedure. This 
salvage rate is appreciable and justifies 
an aggressive surgical approach. 


Conclusion 


The diagnosis of bowel infarction result- 
ing from mesenteric vascular inadequacy 
is seldom made on clinical grounds. A 
broadening of the criteria for surgery 
seems necessary to reduce the mortality. 
The presence of gastrointestinal signs or 





symptoms, even though vague, in a pa- 
tient with predisposing disease should 
lead to immediate consideration of ex- 
ploratory laparotomy. The presence of 
pain or leukocytosis seemingly out of 
proportion to the patient’s general con- 
dition, an x-ray picture of paralytic ileus, 
or progressive clinical deterioration all 
argue strongly for surgical intervention 
if otherwise unexplained. To wait until 
the diagnosis is definite or until classical 
signs of a surgical abdomen develop will 
too often result in the patient’s death. 
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The teaching of geriatric concept 
in medical schools 


MICHAEL M 


NEW YORK CITY 


# Recent improvements in medicine and 
public health are largely responsible for 
the steady increase in life expectancy 
throughout the civilized world. Statistics 
demonstrate that protracted illnesses and 
disabling conditions are more likely to 
develop in people in the higher age 
groups.'? This fact, together with the 
social and economic difficulties of older 
people, results in complex medicosocial 
problems, a situation which merits more 
than passing interest. 


The Need for Instruction 


Medical and other professional schools 
are charged with the responsibility of 
training professional personnel for the 
care of the health needs of the total 
population. The present structure of 
medical school curricula does not offer 
sufficient opportunity for the student to 
acquaint himself with the special health 
needs of elderly patients. This lack of 
adequate preparation often poses diffi- 
culties in subsequent years, when, as a 
physician, he is confronted with older 
people with complex and _ interrelated 
health and social problems. The need 
for more intensive teaching of these sub- 
jects in medical schools is widely recog- 
nized. As a direct consequence, the de- 
mand for such instruction is increasingly 
urged by responsible medical educators. 





MICHAEL M. DACSO is associate professor of clini- 
cal physical medicine and rehabilitation, New 
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director, Department of Physical Medicine and 
Rehabilitation, Goldwater Memorial Hospital. 
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Recent surveys indicate that most 
medical schools, although interested, 
have no special organization for 
teaching the medical and health prob- 
lems of the aging. To correct this 
situation, a plan is offered which 
would allow the teaching of these 
problems spread over the entire cur- 
riculum. The teaching of clinical 
problems on the postgraduate level 
should utilize patients of chronic dis- 
ease hospitals or even old age homes 
with good organized medical services. 


Some feel that the teaching of geriatric 
and gerontologic problems could be best 
done in a setting that would provide 
for an independent chair headed by a 
person of full professorial rank. Recently 
we and other workers*:+ have had the 
opportunity to explore the feeling of a 
majority of the medical schools in the 
United States concerning this matter. It 
became obvious that though most medi- 
cal schools were aware of the urgency 
and extent of the problem and were look- 
ing for some solution, they did not look 
with favor upon the establishment of 
an independent department or chair. 
Many of the schools expressed satisfac- 
tion with the way they were handling 
this problem at present. Others, how- 
ever, not content with their teaching, 
showed interest in exploring new educa- 
tional methods which would allow for 
improvement in this area. All in all, one 
gains the impression that a demand for 
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The work of a coordinator in geriatrics among the various departments of a 


medical school. 


an independent chair, although not en- 
tirely illogical, seems to be somewhat 
premature at this stage of development. 
It seems that, at this time, a further 
uncompromising insistence on independ- 
ent geriatric departments would in most 
instances meet with a flat rejection and 
thereby delay or altogether defeat the 
primary aim—the training of future med- 
ical generations in medical and closely 
allied problems of the aging patient. 


The Coordinator Plan 


To avoid such an educational stalemate 
an alternate plan is hereby proposed 
which would provide for the appoint- 
ment of a “coordinator” preferably of 
professorial rank, but without an inde- 
pendent department. This person would 
be responsible for the implementation 
of the teaching of the geriatric and 
gerontologic concept throughout the en- 
tire curriculum. The coordinator, to- 
gether with his professional staff and 
with adequate ancillary help, would 
serve as the nerve center for teaching and 
research activities in the field of aging. 





The organizational structure of this 
group would be the following: Every 
clinical and fundamental science depart- 
ment would select a faculty member 
from its own ranks who, within the scope 
of his specialty, is interested in prob- 
lems of aging. These liaison persons 
under the chairmanship of the coordina- 
tor would hold regular conferences in 
which the teaching of geriatric principles 
in the respective areas of medicine, sur- 
gery, psychiatry, and so on, would be 
developed. The same liaison faculty 
members would be responsible for the 
actual teaching of the clinical problems 
of the elderly patients in their own de- 
partments. Since, as has been suggested, 
the teaching plans would be worked out 
through mutual consultation of various 
specialists, a more efficient and unified 
instruction in the field of geriatrics and 
gerontology would develop. Such a com- 
prehensive approach would eliminate 
the widely accepted concept that tends 
to limit all geriatric problems to the field 
of internal medicine. This teaching ex- 
periment would emphasize the special 
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problems of the aging patients in medi- 
cine, surgery, neurology, psychiatry, re- 
storative medicine, and all other clinical 
disciplines. Such a coordinated, inter- 
disciplinary approach would produce 
medical practitioners who would repre- 
sent a forward step in dealing efficiently 
and successfully with the complicated 
problems of the aging patient. 

The coordinating group would also be 
responsible for seeking out the unex- 
plored areas in geriatric medicine and 
for stimulating intensive research in all 
departments. The addition of a special- 
ized library and reprint collection would 
bring together under one roof the vast 
amount of knowledge already available 
in this field and thereby spare the teach- 
ers and investigators a great deal of un- 
necessary library research and duplica- 
tion of work. 

Method of Instruction 
In the actual teaching situation in the 
preclinical years, the anatomist and 
physiologist of the coordinating group 
would be responsible for the teaching 
of the prevailing theories of aging and 
the biologic factors in the regressive 
phase of life. In the clinical curriculum, 
it is important that, when certain dis- 
eases more prevalent in the elderly age 
group are discussed, patients of the high- 
er age group should be demonstrated. 
In this way, the student would have the 
opportunity to learn, not only the nature 
of the diseases, but the difficulties which 
are encountered in taking a history or 
in making an examination of people who 
frequently have impaired sensory and 
intellectual capacity. During the clinical 
years, lectures by the pharmacologist 
about the tolerance and altered reactivity 
of the aged organism to the commonly 
used drugs will be an important addition 
to the discussions on therapeutics. 

It will be the psychiatrist’s job to rec- 
ognize somatic complaints of psychogenic 
origin. The unwanted and lonely old 


104 Geriatrics, February 1958 





person often demonstrates multiple signs 
and symptoms simulating organic dis- 
eases simply to attract the attention of 
those around him. The recognition and 
proper management of these patients is 
of considerable significance in medical 
practice. Instruction in the psychiatric 
problems of the aged should result in a 
more positive attitude by physicians to- 
ward the emotional problems of the aged. 

The importance of such “trivia” as 
impaired self-care, urinary and fecal in- 
continence, general physical and mental 
debility, often dismissed as “senility,” 
should also be demonstrated with actual 
clinical examples. By learning the im- 
portance of medical help in conditions 
where often no definite clinical diag- 
nosis exists these students will be able 
to give more help to their aged patients 
than physicians of previous generations. 

The teaching of restorative medicine 
must also be expanded to include the 
problems of those elderly disabled pa- 
tients without vocational potentialities 
but in whom improvement of physical 
capacity may ultimately mean the dif- 
ference between institutional existence 
and independent, noninstitutional life. 
By its broad interest in medical and 
closely related social problems, medical 
rehabilitation is eminently suited to 
handle many of the practical problems 
of the chronically ill and disabled older 
patients. 

The teaching of public health and pre- 
ventive medicine would be built around 
the philosophy of promotion of positive 
health. It should be emphasized that, 
although many chronic diseases of the 
aged cannot be completely cured, an 
early discovery of most of them can, 
through efficient control, assure a high 
degree of physical comfort. To this end 
the importance of health education, nu- 
tritional counseling, mass screening, 
health inventories, accident prevention, 
and so on, in the elderly age group 
should be stressed. The public health 

















and preventive medicine department, in 
close cooperation with the restorative 
medicine staff, would be responsible for 
the teaching of medicosocial problems 
of the elderly. These, among others, 
would include the efficient use of com- 
munity resources. Field trips to old-age 
institutions or patients’ own homes would 
serve to acquaint the student with en- 
vironmental factors operating in the 
older patients’ life. Similar teaching de- 
vices are already successfully being used 
by some medical schools. 


Adaptability of Coordinator Plan 


This, in brief, has been the description 
of a flexible educational plan that would 
provide a more intensive indoctrination 
of the medical student in the special 
health needs of the aged without undue 
interference with the existing curriculum. 

Because of the individual problems of 
the various medical schools, the plan 
was devised in a manner which allows 
for modifications to suit local needs and 
possibilities. 

If, in the course of experimentation 
with this plan, a medical school should 
discover that an independent depart- 
ment would answer their needs more 
effectively, such change would be com- 
paratively easy. 

On the graduate level, the teaching of 
the geriatric concept is equally impor- 
tant. There is a great demand for such 
teaching on the part of practicing physi- 
cians who, after years of private practice, 
realize their weakness in this field. It 
would be of great advantage if the grad- 
uate branches of medical schools were 
to select some of the chronic disease 
hospitals or good old-age homes with 
adequate medical faculties and conduct 
some of their bedside teaching and dem- 
onstrations where the ill and infirm old 
people live, rather than in the environ- 
ment of an acute general hospital where 
they stay for a brief time only. The acute 
hospital environment substantially modi- 





fies and often passes over some of the 
important characteristics of the older 
patients clinical picture. 

As an inevitable by-product, the in- 
troduction of medical teaching in an 
old-age institution would raise the in- 
stitution’s standards of patient care. 


Conclusions 


To summarize, we believe that this plan 
would: 


e@ Fill the need for increased teaching 
of the geriatric concept in medical school. 
e@ Allow such instruction without undue 
interference with the existing curriculum. 
@ Through its interdisciplinary ap- 
proach benefit the medical student and 
disseminate information and _ stimulate 
interest among the teaching faculty. 


@ Provides for wider and more effective 
means to carry out geriatric or geron- 
tologic research projects. 

@ Insures a flexible method easily adapt- 
able to local situations. 

@ Make it possible to reorganize this 
teaching plan into one for an independ- 
ent department if and when the need 
for such change arises. 


@ Make possible on the graduate level 
a more intensive utilization of chronic 
disease hospitals and medical facilities 
of good old-age homes. 


Read before the First Pan-American Congress of 
Gerontology in Mexico City, September 15 to 22, 
1956. 
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Fecal impaction and its management 


in the chronically ill 


SAMUEL ROSENFELD, M.D., K. BOGDANSKI, M.D., 
and MARTIN G. GOLDNER, M.D. 


BROOKLYN 


@ Chronic constipation and fecal impac- 
tion are common experiences in the care 
of the chronically ill patient and the 
aged. Not only do they cause much dis- 
comfort, which frequently is avoidable, 
but they present a serious nursing prob- 
lem which must not be overlooked. Re- 
education of bowel habits, which so often 
controls functional constipation in the 
otherwise healthy younger individual, 
cannot be accomplished in this group 
of patients. 

Exogenous as well as endogenous fac- 
tors spark this condition. Enforced or 
self-imposed inactivity, poor nutritional 
habits and foods, and dry, low residue 
diets with inadequate fluid intake are 
commonly encountered. Constipating 
side effects of numerous medications 
such as iron, aluminum hydroxide, or 
belladonna preparations further aggra- 
vate the difficulties. To this we may add 
the inherent factors of debilitation with 
weakness of the abdominoperineal mus- 
culature, atonia of the rectosigmoid 
colon, or loss of the defecatory reflex. 
The resulting need for or habitual use 
of enemas or various cathartics further 


SAMUEL ROSENFELD is coordinator and attending 
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Hospital, Brooklyn. kK. BOGDANSKI is staff physi- 
cian at the Veterans Administration Hospital, 
Bronx. MARTIN G. GOLDNER is director of medicine 
at the Jewish Chronic Disease Hospital and 
clinical professor of medicine, State University of 
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The management of chronic constt- 
pation and impaction in the chroni- 
cally ill and geriatric patient presents 
serious problems, especially when 
neurologic-degenerative diseases are 
encountered, such as parkinsonism, 
multiple sclerosis, muscular dystonias, 
or paraplegia and hemiplegia. The 
use of dioctyl sodium sulfosuccinate, 
a wetting agent, prevents impaction 
and forms soft feces which can be 
easily eliminated, thus providing 
greater comfort for the patient and 
saving time in nursing care. 


increases bowel irritation and interferes 
with the nutritional state because of 
the poor absorption of nutrients and 
vitamins. Moreover, cathartics may often 
merely reverse the condition by bringing 
on protracted diarrhea and incontinence 
with their concomitant problems. 

This is particularly true for the de- 
bilitated bedridden patients or for those 
with neurologic-degenerative diseases 
such as parkinsonism, multiple sclerosis, 
muscular dystonias, or paraplegia and 
hemiplegia. Their enjoyment of life is 
often curtailed further by alternating im- 
paction and incontinence. Nurses are 
overburdened because of the patients’ 
need for manual evacuation on one hand 
and continuous cleaning and bed chang- 
ing on the other which must be done to 
keep them comfortable and to prevent 
breakdown of tissue. 








g 
é 


d 


CLINICAL PICTURE OF 





* 11 PATIENTS ON DIOCTYL SODIUM SULFOSUCCINATE REGIMEN 
FOR PERIOD OF SIX MONTHS* 





Status before 
medication 


Impaction, | to 
3 times weekly 


Impaction, | to 
3 times weekly 


Impaction, 1 to 
3 times weekly 


Impaction, | to 
3 times weekly 
Impaction, | to 
3 times weekly 
Impaction, | to 
3 times weekly 
Impaction, 1 to 
3 times weekly 


Impaction, | to 
3 times weekly 


Present status 
No impaction, soft BM with 
soapsuds enema every 3-4 days 


No impaction, soft BM with 
soapsuds enema every 3-4 days 


No impaction, soft BM with 
soapsuds enema every 3-4 days 


No impaction, soft BM with 
soapsuds enema every 3-4 days 


No impaction, soft BM with 
soapsuds enema every 3-4 days 
No impaction, soft BM with 
soapsuds enema every 3-4 days 
No impaction, soft BM with 


soapsuds enema every 3-4 days 


No impaction, soft BM with 
soapsuds enema every 3-4 days 





Patient 

and age Diagnosis 
B. M, 38 Multiple sclerosis 
Z. M., 49 Parkinsonism 
K. N., 55 Parkinsonism 
W. G., 56 Muscular dystonia 
H. M., 42 Multiple sclerosis 
K. 1., 32 Cerebral palsy 
B. H., 18 Postpolio 
RS Ry 2e Cerebral palsy 
P. N., 25 Multiple sclerosis 
G. M., 46 Multiple sclerosis 
Hy J... 42 Parkinsonism 


Impaction, | to 
3 times weekly 


Impaction, | to 
3 times weekly 


Impaction, 1 to 
3 times weekly 


No impaction, soft BM with 
soapsuds enema every 3-4 days 
No impaction, soft BM with 
soapsuds enema every 3-4 days 


No impactions since DSS com- 
bined with 2 tsp. emodin 
2 times weekly 





*Dosage 200-mg. capsule daily 


Clinical Study 
During the past eight months we have 
had such gratifying experiences with the 
use of a new agent in the treatment of 
constipation and impaction in this latter 
group of patients that we feel justified 
in making them the subject of this paper. 
This new material, dioctyl sodium sulfo- 
succinate, is a wetting agent rather than 
a cathartic. Developed originally for non- 
medical purposes, it was soon found that 
it could, by emulsifying hard feces and 
permitting water penetration, produce a 
soft stool which could be eliminated 
easily and without great force. Since it 
is not absorbed from the gut and causes 
no local irritation, it has no known toxic 


side effects. The material has been used 
successfully in combatting various types 
of constipation.?% 

In our particular problem, we had 
hoped to prevent the formation of feca- 
lomas and impaction and eliminate dis- 
tention, abdominal pain, and the need 
for manual evacuation by use of this 
wetting agent. These expectations were 
fully realized, as illustrated in the table, 
by the experiences with the first group 
of 11 patients who have been on a diocty] 
sodium sulfosuccinate regimen for six 
months. 


The common complaints of all the 
patients in this group included (1) severe 
neurologic handicap; (2) frequently re- 
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curring fecal impactions which had to 
be disengaged by manual or mechanical 
aid; (3) previous unsuccessful use of 
other evacuants; (4) lack of defecatory 
reflex; (5) rectal ampulla enlargement; 
(6) insufficient perineal or abdominal 
musculature to expel feces; and (7) pre- 
vious experiences of dyschezia resulting 
in defecalgesiophobia (fear of moving 
bowels). In addition, 8 of these patients 
are receiving large doses of anticholiner- 
gic drugs and suffering from such side 
effects as xerostomia and pharmacologic 
megacolon, the latter acting as a nidus 
reservoir for fecaloma. 

In view of the neurologic status of the 
patients, we could not expect, nor did 
we anticipate, a spontaneous bowel move- 
ment. However, the administration of 
200 mg. dioctyl sodium sulfosuccinate 
daily resulted in the accumulation of soft 
feces in the ampulla recti without diar- 
rhea or pain. Bowel evacuation was done 
routinely by a simple low enema at three 
to four day intervals. No further im- 
pactions have been encountered in this 
group over the entire observation period, 
with the exception of one patient who 
could, however, also be controlled when 
an emodin was added to the regimen. 

To confirm that the results were true 
drug effects and not those effected by the 
psychologic factors of faith and sugges- 
tion, a placebo of identical appearance 
was given to some of the patients. This 
resulted in prompt recurrence of the 
previous difficulties. 


Discussion 


Because of this experience in the first 
group of particularly severe cases, the 
use of dioctyl sodium sulfosuccinate has 
become routine on our wards and has 
resulted in greater comfort for our pa- 
tients and considerable saving of time for 
nurses and attendants. At present, more 
than 50 patients are managed with a 
daily dose of 100 to 200 mg. Impaction 
has practically disappeared from our 
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wards, and the complaints of discomfort, 
abdominal distention or griping, or of 
incontinence are no longer heard. 

Since more patients in this group have 
retained their defecatory reflex powers, 
although weakened, an attempt was 
made to induce and facilitate voluntary 
evacuation of the softened feces. For this 
purpose, the dioctyl sodium sulfosucci- 
nate was combined with a mild cathartic, 
either by medicating it independently 
or by employing a readily available com- 
bination which contains, in addition to 
the wetting agent, anthraquinone de- 
rivatives of cascara sagrada. This mix- 
ture, as well as the independent addi- 
tional medication of extracts of Cassia 
acutifolia pods, proved most useful in 
our hands. In some patients, bowel evac- 
uation was effected simply by mechani- 
cally stimulating the musculature of the 
ampulla recti with suppositories which 
contained sodium bicarbonate and dex- 
tran, the latter acting as an additional 
stool softener. Because of these proce- 
dures, the use of enemas was almost en- 
tirely discontinued in this group. 

Constipation and impaction may often 
appear unimportant in comparison with 
the patient’s underlying or complicating 
disease. Proper management, however, 
can contribute much to the patient’s 
comfort. Moreover, impaction and feca- 
lomas may often present difficult differ- 
ential diagnostic problems and invite the 
danger of ill-advised laparotomies. 


Case Report 
The following case is typical of the dif- 
ficulties which may be encountered, par- 
ticularly in the chronically ill patient 
in whom the leading symptoms of ab- 
dominal emergencies are often missing. 
A. S$. was a 51-year-old white male with post- 
encephalitic parkinsonism, which was charac- 
terized by early onset (age 32), masklike face, 
typical tremor, cog-wheel phenomena, hyper- 
salivation, and absence of pyramidal tract in- 


volvement. He had been treated for many years 
with standard parkinsonian medicants, including 

















hyoscine and Artane. Despite physiotherapy, he 
had become practically bedridden. In February, 
1954, he sustained the first of 12 bouts of “‘in- 
testinal obstruction.” These were mainly charac- 
terized by pronounced abdominal distention; 
pain in the lower left quadrant; absent bowel 
movements; borborygmi; and, on one occasion, 
bloody, mucoid stools. 

On four occasions, flat plates of the abdomen 
and barium enema studies were required to ex- 
clude organic pathology. Diagnoses of volvulus, 
intussusception, dynamic ileus, and rectal am- 
pulla dilatation were entertained by various 
attending physicians. However, on each occasion, 
when the diagnosis could be readily established, 
a large fecaloma was found either trapped in 
the rectal ampulla or at the rectosigmoid. A com- 
bination of manual intervention, Harris drip, 
prostigmine, urocholin resolved the situation. 

For the past six months, Peri-Colace medica- 
tion has resulted in soft, moist stools, which are 
relieved by simple soap suds enema. 





Dioctyl sodium sulfosuccinate was supplied in 
the form of Colace capsules, and the combination 
of this wetting agent with antraquinone de- 
rivatives of cascara sagrada was supplied in the 
form of Peri-Colace capsules by Dr. R. C. Little 
of Mead Johnson & Co. of Evansville, Indiana. 


The extracts of cassia acutifolia pods were 
supplied as Senokot granules and capsules by 
Dr. H. S. Tirsch of the Purdue Frederick Co., 
New York City. The Pharmalax suppositories 
containing dextran were supplied by Mr. El- 
winger of Pharmacia Lab., Rochester, Minnesota. 
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OLDER HYPERTENSIVE PATIENTS with subjective symptoms may be greatly 
benefited by thrice-daily oral administration of 40 mg. of pentolinium 
(Ansolysen) and 400 mg. of meprobamate (Equanil). 

Among 24 persons aged 48 to 86 years with hypertension of 170/100 
mm. Hg or more, 70 per cent of 19 thus treated experienced a systolic 
drop of 40 mm. or more, and 40 per cent had a diastolic fall of 25 mm. 
or more; 2 of 4 subjects given meprobamate alone had a significant 
reduction. All individuals with pressure changes had symptomatic re- 
lief. Because of the small dosage of pentolinium, the disturbing side 
effects of ganglionic blockade did not occur. 


L. A. FULTON, B. WILLIAMS, and A. BARKER: Pentolinium-Meprobamate therapy. The 
older patient with hypertension. Am. Practitioner 8: 1376-1379, 1957. 


VOLVULUS OF THE SIGMOID COLON may terminate in strangulation, gan- 
grene, and death unless early diagnosis is made. Although age alone 
does not determine the outcome, 4 fatalities among 10 male patients 
occurred in men aged 64 to 83 years because of gangrenous and cir- 


culatory complications. 


Plain abdominal roentgenograms are inadequate; hence, sigmoid- 
oscopy and barium enema should be done in any patient with large 
bowel obstruction, unless signs of infarction or peritonitis are present. 
These procedures may produce detorsion of the intestine in simple 
volvulus and permit delay of specific treatment. 


G. A. LEIBY, JR., S. SPENDIARIAN, and F,. A. SIMEONE: Volvulus of the sigmoid. Ohio M. J. 
53: 1018-1019, 1957. 
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Weights of brain, heart, spleen, and 
kidneys in elderly, mentally ill patients 


Relation of organ weights to sex, age, nutrition, 


and cause of death 


GEORGE STRASSMANN, M.D. 
WALTHAM, MASSACHUSETTS 


@ The aging processes of human organs 
are complex in nature. They can be 
differentiated into two large groups: 

@ Processes which are connected with 
impairment of the blood supply of the 
organs, and which are generally asso- 
ciated with more or less advanced athero- 
sclerosis. 

@ Processes which show no disturbances 
of the circulation, and which are con- 
nected with changes of metabolism and 
osmosis. 

Damage resulting from cardiovascular 
diseases and atherosclerosis leading to 
interuption of the blood supply of or- 
gans are well understood. In patients 
of higher age groups, they can lead to 
circumscribed atrophy consequent to em- 
bolism, thrombosis, infarction, necroses, 
and scarring. Less well understood are 
the parenchymatous degenerations—the 
decrease of blood, fluids, and tissue ele- 
ments—following a changed metabolism 
and leading to total atrophy of organs. 

Enlargement of organs can also be 
observed in these age groups under dif- 
ferent circumstances, such as_ passive 
congestion, edema, and tumor forma- 
tions. 


GEORGE S$. STRASSMANN is pathologist at Metropoli- 
tan State Hospital, Waltham, and clinical in- 
structor at Tufts University Medical School. 
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In an autopsy study of 286 mentally 
ill patients dying at ages 60 to 95 
years, great variation was found in 
weights of brain, heart, liver, spleen, 
and kidneys. Atrophy of organs, with 
exception of the heart, was more com- 
mon than increased weight, even in 
connection with general obesity. 
Brain weights showed no correlation 
with general nutrition of the body. 


There is often a large variation in the 
weight of organs because of the many 
factors which control the size and weight 
of each organ. Important factors are the 
amount of blood and fluids present at 
the time of death and autopsy; the cause 
of death, if sudden, violent, or spon- 
taneous; length and nature of illness; 
the general nutrition of the body; and 
the method used for the calculation of 
the weights. 

‘It may seem an old-fashioned method 
to evaluate the correlation between 
weights of organs and aging of the body, 
for so many circumstances have to be 
taken into consideration. Yet, if several 
hundreds of autopsies are performed by 
the same investigator, some conclusions 
can be drawn from the results obtained 
and the findings compared between 
younger and older age groups. 

















TABLE | 
AVERAGE AND VARIATION OF WEIGHTS OF ORGANS OF 
213 PATIENTS, DYING AT 60 To 95 
Normal values 
Average Variation in adults 
Organ (gm.) gm.) (gm.) 
Brain M 1284 910-1520 1400 
I 1132 870-1500 1250 
Heart M 399 210-690 350 (300) 
F 343 200-560 300 (250) 
Liver M 1302 700-2600 1400-1600 
F 1107 560-2190 1200-1400 
) 
Spleen M 150 40-450 150-200 
1 F 120 30-280 150 
is Both kidneys M 278 160-760 300 
together : 
u F 204 100-450 300 
U Nutrition: Obese $1 males 51 females 
), Moderate 10 males 4 females 
1 Emaciated 59 males 58 females 
F Total 100 males 113 females 
" Material and Methods Results 
) In this study, weights of brain, heart, ‘The tables show the great variation of 
t spleen, and liver were determined post weights of the organs in both sexes and 
e mortem in 286 mentally ill patients demonstrate that the average, minimal, 
t dying at ages 60 to 95 years. The patients and maximal weights of the organs were 
e examined had either been in the insti- lower in females than in males. Gener- 
\- tution for many years because of a men- ally, the average weights were lower than 
E tal disease of long duration, or they had_ in normal adults, but the average heart 
d been well and exhibited mental disturb- weights were higher. Emaciation and 
yf ances at a higher age as the result of poor nutrition was more common in 
senile or atherosclerotic degenerations of these patients than obesity and was fre- 
d the brain. The weights of the organs quently associated with atrophy and low 
n were determined immediately at the weights of heart, spleen, liver, and kid- 
‘; autopsy table and study was confined neys. Atrophy of spleen, liver and kid- 
e to brain, heart, spleen, liver, and kidneys. neys was also observed. not too infre- 
1 Weights of the lungs were not included quently in obese patients. 
y because, in these age groups, the lungs 
: ; : : BRAIN 
1s are generally heavy because of the high . 
d incidence of bronchopneumonias, pul- The average weight of the brain was 
n monary edema, or chronic pneumonitis smaller than normal in both sexes, but 
and anthracosis. it was rarely dependent upon the general 
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TABLE 2 


73 OTHER PATIENTS, DYING AT 80 TO 


AVERAGE AND VARIATION OF WEIGHTS OF ORGANS IN 


95 










Normal values 






































teries, and 
were seen 
emaciation, 


nutrition of the body. Obese as well as 
emaciated patients showed atrophic 
brains caused by senile or arteriosclerotic 
degeneration, as well as emaciated pa- 
tients (table 3). In the latter groups en- 
largement of the brain was observed in 
connection with brain tumors, cerebral 
hemorrhages, hydrocephalus, meningi- 
tis, and uremia (figure I). The highest 
degree of atrophy was 910 gm. in a male, 
870 gm. in a female. The largest weight 
was 1520 gm. in a male and 1500 gm. in 
a female. 

HEART 

The average weight of the heart was 
higher than normal in both sexes. That 
is explained by the high incidence in 
these age groups of cardiovascular and 
renal disease associated with hyperten- 
, sion, cardiac hypertrophy, and sclerosis 
‘ of mitral and aortic valves, coronary ar- 
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aorta. 


Average Variation in adults 
Organ (gm.) (gm.) (gm.) 
Brain M 1284 1070-1500 1400 
F 1108 870-1340 1250 
Heart M 402.4 210-690 350 (300) 
F 344 200-610 800 (250) 
Liver M 1217 760-1620 1400-1600 
F 1049 560-1550 1200-1400 
Spleen M 139 50-420 150-200 
I 112 30-270 150 
Both kidneys M 250 170-470 300 (313) 
together F 208 110-350 300 (288) 
Nutrition: Obese 6 males 18 females 
Moderate 4 males 3 females 
Emaciated 17 males 25 females 
Total 27 males "46 females 


The smallest hearts 
in connection with 


severe 


and were 210 gm. in a male 





FIG. 1. Swollen brain, weighing 1,400 gm., from 
emaciated 77-year-old man. Glioblastoma of left 
frontal lobe, unrecognized before death. 
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TABLE 3 





HIGHEST AND LOWEST WEIGHTS OF ORGANS AND FATAL DISEASES IN 213 PATIENTS 





48/53 67 


29/54 75 


21/53 85 


13/54 89 


33/55 69 


6/53 72 


19/56 70 


30/53 78 


67/55 82 
52/53 81 


29/56 85 


73/55 79 


8/56 93 


19/54 79 


72/55 82 


Nutr. 


ob.* 


em.* 


ob. 


ob. 


ob. 


mod. 
ob. 


ob. 


ob. 


em. 


ob. 
em. 


em. 


em. 


em. 


em. 


em. 


Sex 


M 


M 


M 


M 


M 


M 


M 


M 





Both 
Brain Heart Spleen Liver kidneys 
(gm.) (gm.) (gm.) (gm.)  (gm.) 
Highest Weights 
1520 330 140 1450 220 
1500 260 70 710 240 
1280 690 250 1480 300 
1060 610 120 830 260 
1320 500 450 2600 440 
1360 560 450 1490 280 
1000 420 280 1670 310 
1180 520 250 2190 450 
760 
1240 460 240 1310 
Lowest Weights 

910 280 100 1060 220 

870 260 50 850 140 
1300 210 50 760 180 

920 200 100 800 180 
1270 290 40 750 180 
1150 230 30 560 110 
1090 270 50 700 190 
1350 360 60 1020 170 


Fatal disease 





Coronary thrombosis, 
myocardial infarction 


Intestinal obstruction, 
bronchopneumonia 


Hypertensive heart, 
bronchopneumcnia 


Coronary occlusion, 
hypertension 


Coronary sclerosis, 
hypertension 


Cerebral thrombosis 
Massive pulmonary embolism 


Hypertensive heart, 
duodenal ulcer 


(1,600) Carcinoma left kidney 


Intestinal gargrene, 
mesentery thrombosis 


Bronchopneumonia, uremia 
Cerebral thrombosis 


Diabetes, bronchopneumonia, 
uremia 


Aortic thrombosis, 
intestinal gangrene 


Bleeding stomach carcinoma 


Coronary occlusion, 
pneumonitis 


Massive pulmonary 
embolism 





*ob.—obese 
em.—emaciated 
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FIG. ul. (Left) Heart, weighing 350 gm., from 86-year-old emaciated woman. Slight hypertrophy with 
calcification of coronaries and aorta. (Right) Heart, 150 gm., from 68-year-old emaciated woman. 
Itrophy of heart and sclerosis of coronaries and aorta. 








¢ 

5 FIG. 11. Atrophic kidneys from obese, 90-year-old woman. Left kidney weighs 50 gm., right kidney, 
1" 90 gm. Severe nephrosclerosis of both kidneys. 
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and 150 gm. in a female (figure IT). Such 
atrophy was present despite signs of 
sclerosis of the kidney and valves and 
arteries of the heart. The highest weights 
were observed in obese patients, with 
690 gm. in males and 560 gm. in females. 
SPLEEN AND LIVER 

Most conspicuous were the variations of 
weights and the frequent general atrophy 
of spleen and liver. They seemed more 
often due to decrease of blood, fluids, 
and tissue elements from the whole or- 
gan, than to circumscribed disturbances 
or interruption of the blood supply. Cal- 
cification and sclerosis of the splenic 
artery was a common finding, but with- 
out circumscribed infarctions of the or- 
gan. In some instances, atrophy of the 
liver was the result of cardiac cirrhosis. 
Atrophy of spleen and liver occurred in 
obese patients also, but the most extreme 
atrophy, such as 760 gm. for the liver 
in males and 560 gm. in females, and 
40 gm. for the spleen in males and 30 
gem. in females, were seen in connection 
with emaciation of the body. Enlarge- 
ment of the spleen and liver was caused 
by passive congestion, since malignant 
tumors or blood dyscrasias were exclud- 
ed from the study. The highest values 
for the liver were 2,600 gm. in males 
and 2190 gm. in females. The highest 
values for the spleen were 450 gm. in 
males and 280 gm. in females. 

KIDNEYS 

Atrophy of the kidneys was observed in 
both obese and emaciated patients, but 
frequently with different degrees in right 
and left kidneys (figure III). The atrophy 
was more often the result of atherosclero- 
sis, infarctions, thrombosis, scarring, or 
chronic pyelonephritis, than to general 
loss of fluids, blood, and tissue elements. 






The lowest weights observed for both 
kidneys together were 160 gm. in males 
and 100 gm. in females. Large kidneys 
were seen as the result of passive con- 
gestion, fluid-filled cysts, and benign or 
malignant tumors. The average maxi- 
mal and minimal weights of the kidneys 
were lower in females than in males. 

Conclusions 
Elderly, mentally sick patients show low- 
er average weights of brain, liver, spleen 
and kidneys. In contrast, the average 
weight of heart and lungs is higher than 
normal. The average, maximal, and min- 
imal weights of all these organs are lower 
in females than in males. Atrophy of 
organs in these age groups can be a cir- 
cumscribed one, as the result of impair- 
ment or interruption of the blood supply, 
generally in connection with athero- 
sclerosis and other cardiovascular disease. 

Atrophy of the entire organ can result 
from loss or decrease of blood, fluids, 
and tissue elements in connection with 
aging and changed metabolism. The 
lowest weights of organs were observed 
in emaciated patients, but atrophy of 
spleen, liver, and kidneys was seen also 
in association with obesity. 

The weights of the brain frequently 
did not correspond to the general nutri- 
tion of the body. Atrophic brains were 
seen in obese patients and large brains 
in emaciated patients, especially in con- 
nection with cerebral hemorrhages, hy- 
drocephalus, brain tumors, and meningi- 
tis. The smallest hearts were observed in 
emaciated and the largest hearts in obese 
patients of the higher age group. 


From the Laboratory of the Metropolitan State 
Hospital, Waltham, Massachusetts. This paper 
was presented at the Fourth International Con 
gress of Gerontology, Merano, Italy, July 14 to 
19, 1957. 
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Foster home care for the aged 


MARK P. HALE 


IOWA CITY, IOWA 


@ Concern about the welfare of senior 
citizens in this country had for its pri- 
mary goal the guarantee of economic 
security in a dignified and humane man- 
ner. This meant taking the needy out 
of the old almshouses and affording them 
enough funds to live in their own homes. 
Emphasis in the old age assistance pro- 
grams and in the retirement insurance 
benefits of the Social Security Act was 
thus on expanding protection to all peo- 
ple and on raising benefits to an ade- 
quate amount. A second objective, quick- 
ly developed for the assistance programs, 
was the provision of some kind of health 
care for recipients. Medical care becomes 
an increasing requirement of old people 
and the physical infirmities of many may 
require nursing home care. 

Living arrangements made by or for 
older people are exceedingly important 
to their well-being. The home not only 
meets the universal need of shelter, but, 
in the form of the nursing home, it may 
be the means of affording necessary 
health care, and it also affects the way 
in which psychologic and social needs 
are met. For many older people, living 
arrangements provide the only personal 
relationships they will have in their later 
years. Their opportunity for recreation, 
creative activity, and participation in a 
social group depends to a varying ex- 
tent on the kinds of living arrangements 


MARK P. HALE, director of the School of Social 
Work, State University of Iowa, is now studying 
at the London School of Economics under a 
Fulbright grant. 


116 Geriatrics, February 1958 


For certain older people, a foster 
home may be the best solution to 
the problem of living arrangements 
and the best way to avoid isolation 
and loneliness. Service in helping the 
aged person find a home, adjust in it, 
and solve problems arising after 
placement are an indispensable part 
of a successful foster care program for 
older people. 


available to them. A majority of older 
people maintain their own residence 
either alone or with husband or wife. 
Others live with sons or daughters or 
other relatives or friends. However, be- 
cause of physical limitations and absence 
of family to care for them, other arrange- 
ments, such as institutions, nursing 
homes, boarding homes, and foster 
homes, may be needed for many old 
people. 

Organized programs dealing with liv- 
ing arrangements have to date centered 
chiefly on the provision of institutions 
and nursing homes and the licensing of 
these by some public agency. More re- 
cently, as commercial type boarding 
homes have sprung up to meet housing 
needs of aged persons, licensing of these 
has also been provided in some states. 
Interest in developing a foster home pro- 
gram for aged people has lagged across 
the country despite the potential advan- 
tages of the foster home over other types 
of housing for many older people. 

Foster homes differ from boarding 
homes in the number of people accepted 
as well as the services they offer. The 
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latter usually take four or more people 
and offer only the service given by the 
usual board-and-room accommodations 
of the standard boarding house. The 
former in a very real sense offers a 
“home” rather than merely a place to 
eat and sleep. 

Foster homes can be the best way to 
combat isolation and loneliness for the 
older person who has no one with whom 
to live, who is not happy alone, and who 
does not need bed care or considerable 
help in dressing, eating, and leisure time 
activities. A foster home program is a 
service which can help older people re- 
gardless of their economic situation. The 
older individual with an adequate in- 
come may be as much at a loss to find 
himself a suitable family home in which 
to live as his economically dependent 
fellow citizen. He may be at even greater 
loss to resolve problems in personal re- 
lations which may arise in the home 
once he is in it. In such instances, both 
the older boarder and the householder 
frequently need the counsel of someone 
who understands the needs and motives 
of both to find acceptable solutions to 
the impasse which has arisen. 

Foster care services have been devel- 
oped in a limited way by voluntary 
family service agencies and in a few com- 
munities by public welfare departments. 
Regardless of their affiliation, these pro- 
grams serve both economically independ- 
ent aged persons as well as those who 
may be receiving assistance. In all of 
them the major job is threefold—to find 
suitable homes; to place the aged person 
in the home best meeting his needs; and 
to supervise the placement, particularly 
at the start, until a satisfactory adjust- 
ment follows. 


Finding the Foster Home 


One of the problems which has delayed 
a foster home program for aged persons 
is that of finding enough persons suffi- 
ciently interested in older people to 





take them into their homes. Too fre- 
quently householders with adequate 
room to take in someone outside the fam- 
ily are interested only in children. How- 
ever, this is probably something an ag- 
gressive promotional campaign could 
solve. Agencies running such programs 
have found that advertising plus an ade- 
quate budget allowance for board and 
room are the best ways of building up a 
supply of suitable foster homes.1 

Suitable homes must meet the physi- 
cal needs of older people. An elderly 
person needs a private room which is 
cheery and comfortable and easily ac- 
cessible to the bath and other facilities 
in the home. Absence of steep stairs or 
other accident provoking devices is also 
desirable. A hip-breaking fall is one of 
the more serious threats to the health of 
older people. Food must provide an 
adequate diet acceptable to the palate 
of the older person who often demands 
a heavier and sweeter fare than does a 
younger person. One agency has in its 
standards for foster homes a requirement 
that the daily meal schedule include 
three meals and two snacks, which seems 
to reflect the fact that eating often be- 
comes more important with advancing 
years.” 

Usually the householder is asked to 
furnish linens and may be requested to 
include laundry service for the boarders. 
Provision of a true “home” is empha- 
sized, including participation with other 
members of the household in family 
celebrations, outings, and radio and tele- 
vision usage, as well as an opportunity 
to share household tasks and pursue 
hobbies or light creative work such as 
sewing, knitting, handcrafts, and so on, 
when the boarder is interested. 

One report of a foster home program 
noted that, “When we search for the 
common denominators that make for 
success in the many foster homes we 
have used, we find they lie chiefly in the 
personality of the ‘homemaker.’ ’’> It is 
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the homemaker who primarily meets the 
needs of the older person, makes him 
feel wanted, accepts his idiosyncrasies, 
and recognizes his rights as a family mem- 
ber. The suitable homemakers in these 
terms have “an easy-going tolerance and 
patience, a desire to serve, a humanitar- 
ian aim without conflicting emotional 
drives (they) are rather gay, breezy 
individuals. They laugh easily and may 
become even boisterous at times. They 
are extroverts, love a good time, and have 
hearts as big as all outdoors. They are 
comfortable inside themselves. They 
have strong maternal instincts. Against 
such a personality the older person can 
ease into a new situation without bump- 
ing against sharp corners. Irritations are 
easily forgotten and bad tempers laughed 
off.””8 

In contrast to this personality type, this 
same reporter noted that the “meticu- 
lous, conscientious housekeeper” is less 
successful as a homemaker for the aged. 
“The more prim and proper house- 
keeper tends to increase her restrictions 
in order to preserve her model house- 
keeping against the untidiness and care- 
her boarder. Then he feels 
not wanted and tension develops. Such 
a housekeeper often gains greater per- 
sonal 


lessness of 


satisfaction by encouraging de- 


pendency the docile dependent per- 
son (being) more easily managed than 
the more adequate person who causes 
friction or trouble through his inde- 
pendent drive.” 

The useful for 
the relation- 
ships which he cannot for some reason 
develop himself if he lives alone. Any- 
thing therefore in the home which makes 
him feel a part of the family group, as- 
him meets his needs for 
recognition, and gives him a feeling of 
being wanted as well as being useful will 
increase the foster 
placement possibility. One possible 
source for such homes may be those of 


foster home is most 


person who needs social 


sures status, 


home’s value as a 
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people who themselves are only five or 
ten years from retirement. Although they 
have brought up their families, many 
still maintain the same home in which 
the children grew up, thus providing 
space for boarders. 


Placement in the Foster Home 


Once a sufficient number of suitable 
homes has been found, the next step is 
to place in the homes those persons need- 
ing such care. Two things are essential 
at this point if the placement is to be 
successful. First, the householder and the 
boarder must be matched in terms of 
getting along together and, second, the 
older person must be actively engaged 
in selecting the home in which he will 
live. In the matching process it is essen- 
tial that the personalities of the home- 
maker and the boarder at least do not 
clash. Although we are all different, we 
do have temperament, ideas, values, and 
loyalties which we share with others to 
some extent. These reflect such factors 
as the different cultures, religious af- 
filiations, political views, and standards 
of behavior which have gone to shape 
our personalities. 

In making a placement, the health, 
personality, needs, and motives of both 
homemaker and prospective boarder are 
natural elements for review. Religious 
affiliation, cultural background, and so- 
cial interests are likewise pertinent. 
These are all factors which lead to a 
tentative selection of homes in which a 
particular aged person might be expect- 
ed to be happy. At this point placement 
becomes a matter of engaging his par- 
ticipation in the selection process. 

Agencies having a foster care program 
for older people have found it good 
policy to have several homes for each 
placement situation, if possible, so that 
the person asking for foster care then 
has a choice. After the placement worker 
has reviewed the several possibilities, the 
prospective boarder can indicate the 
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home which sounds the most attractive. 
A conference between prospective board- 
er and householder can be arranged, 
followed by a visit to the home if mutual 
interest develops from the first confer- 
ence. Throughout this period of getting 
acquainted, the worker should be avail- 
able to help on any problem which may 
arise.* 


Supervision Following Placement 


After the boarder has moved into the 
new foster home, regular visits with both 
boarder and the householder should be 
arranged by the placement worker. Some 
agencies have found that a weekly inter- 
view with the boarder in the worker’s 
office is needed during the first month. 
Monthly conferences for the next five 
or six months may then be sufficient to 
help the boarder adjust to his new home 
and settle into his role as a family mem- 
ber. Flexibility in adapting conferences 
to the needs of the situation is impor- 
tant in this stage of the placement proc- 
ess. Another is to give both boarder and 
householder the feeling that the agency 
stands ready at any time to help in 
maintaining a stable foster home situa- 
tion. 

There are many kinds of problems 
which may arise after the boarder has 
moved into the foster home, and it is 
on these that the skilled counseling of 
the social agency’s representative can be 
helpful. 

A common problem is the interfer- 
ence of the older person’s relatives. ‘These 
relatives, although unable or unwill- 
ing to take their older family mem- 
ber into their own homes, may be paying 
for all or part of the cost of the foster 
home. Guilty feelings may lead them to 
be excessively critical of the foster home 
arrangement. They may vie with the 
foster homemaker for the boarder’s at- 
tention, particularly in the early stages 
of the placement. They may visit or 
telephone too often, or they may go to 





the other extreme and completely dis- 
regard their older relative. 

In such cases, the placement worker 
must not only try to keep the foster 
homemaker a willing participant in the 
placement, but help the boarder and his 
relatives handle their feelings in a way 
to lessen stress on the foster home and 
enable the boarder to make a good ad- 
justment. 

Other counseling problems may arise 
around extreme reactions of dependency 
or independency on the part of the older 
person; the tendency of the homemaker 
to make the older person dependent; 
negative reaction of the homemaker to 
untidiness, food idiosyncrasies, excessive 
demands for attention, and extreme 
talkativeness of the boarder; and emer- 
gencies of illness. All of these, as well 
as many other problems, make it advis- 
able for a representative of the place- 
ment agency to keep in touch with the 
foster home and give whatever service 
is indicated when a problem arises. A 
good foster home program for older 
people, to be successful, must provide 
continuing agency service when needed. 


Printed in part in the Bulletin, “Adding Years to 
Life,” Institute of Gerontology, State University 
of lowa, lowa City. 
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CONTEMPORARY PLANNING IN GERONTOLOGY: Part 2 


Roles and functions of committees 


on aging 


JEROME KAPLAN 


MINNEAPOLIS 


@ In all areas of gerontologic operation, 
whether international, national, state, or 
local, it becomes a matter of setting the 
stage so that people over 65 can con- 
tinue to be a useful part of community 
life. This is the philosophy. It is rela- 
tively easy to generalize in terms of pro- 
viding necessary activities, keeping peo- 
ple employed, furnishing adequate hous- 
ing, and assuring sufficient social and 
recreational outlets. It is quite another 
thing to define the means and mecha- 
nism and the system to accomplish this. 


National Planning 
A basic element in planning is develop- 
ment of a positive and wisely directed 
effort on the part of all concerned; vol- 
untary organizations, industry, labor, 
and government are regarded as the four 
primary sources. We must not only con- 
sider these sources, but structural rela- 
tions as well, whether national, regional, 
statewide, or local in scope. 

In each of these instances we are faced 
with national voluntary organizations 
which deal only with gerontology, such 
as the American Geriatrics Society and 
the Gerontological Society. In addition, 
many of the voluntary organizations are 
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The number of state committees on 
aging and the concern for state plan- 
ning have increased considerably dur- 
ing recent years. Although every state 
must adapt itself to local situations, 
there are definite guideposts for ac- 
tion. These are interdepartmental in 
scope, interprofessional in expression, 
and close to citizen participation. 


adding special sections and staff devoted 
to gerontology, such as the National 
Committee on the Aging, staff services 
of the National Association of Manu- 
facturers, and the National Advisory 
Committee on Older and Retired Work- 
ers of the United Auto Workers. There 
is developing interest in gerontology 
by the AFL-CIO Community Services 
Council. This is a list which can be enor- 
mously expanded. The same is true of 
the federal government which has de- 
veloped its own Council on Aging, cre- 
ated advisory committees and divisions, 
and hired special staff within various 
departments, agencies, and_ traditional 
divisions. These same forms of organiza- 
tion are being found increasingly at 
State and community levels. 


Functions of a State Organization 


There is continuous change in the size 
of the job to be done, for one of the 
chief requisites for new action in any 
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social field is public recognition of the 
problems and the need. When we evalu- 
ate, we can see changes more easily 
through specific events. Some states have 
altered their appropriation base; some 
have modified state committee and ad- 
ministration structures; and others have 
made advances in the construction of 
institutions and other curative and pre- 
ventive facilities. 

We know that each of the forty-eight 
states has unique problems. Yet, in addi- 
tion to the local problems, there are 
major issues and challenges common to 
all of our states. These are increas- 
ingly categorized into neat bundles such 
as health, housing, income and employ- 
ment, recreation, and education. We also 
know that older people are subject to 
increased emotional stress because of 
factors which are more often found in 
the later years. These include: children’s 
indifference, ill health, fear of death, loss 
of friends, poor housing, job insecurity, 
financial insecurity, and general public 
indifference. 

Reconsideration of the whole function 
of state organizations is basic to pro- 
moting the well-being of older people. 
A searching look must be taken at the 
qualities and competencies required of 
these bodies with regard to their broad 
social setting, their scope, and_ their 
proper roles. These roles involve com- 
plex elements—human, social, and tech- 
nical. Selecting the content and means 
of operation which will best prepare 
such a unit for its role in any one state 
can be highly complex, but it is not 
insurmountable. 

The greatest consideration at present 
should be given to the process of func- 
tioning effectively. This is indeed a team 
proposition which requires a group of 
specialists uniting to promote programs 
within their respective states. We must 
first determine the best means for co- 
ordinating existing knowledge with exist- 
ing resources or potential resources. 


Forms and functions of state organ- 
izations range over a wide variety of 
objectives, many of them quite far re- 
moved, at first glance, from the responsi- 
bility of promoting the general well- 
being of older people. For example, the 
Council of State Governments lists only 
one state commission, that of Connecti- 
cut, which is a direct service operation, 
concerned only with health. In essence, 
this type of commission is an administra- 
tive unit. In its 1955 publication, “The 
States .and Their Older Citizens,” the 
Council of State Governments reports 
that more than half the states had estab- 
lished various kinds of state committees 
or commissions as separate agencies or 
within departments. In addition to the 
Connecticut Commission, the Council 
lists: 

1. Special temporary study commis- 
stons, which are set up either by legisla- 
tive enactment or by directive of the 
governor, and whose members consist 
generally of state legislators, administra- 
tive officials, and private citizens. 

2. Spectal continuing advisory and co- 
ordinating committees, which operate on 
a continuing basis, and whose member- 
ship includes private citizens, adminis- 
trative officials, and less frequently, legis- 
lators. Their primary functions are to 
suggest means for coordinating current 
activities in the field of aging; stimulate 
the undertaking of new activities; en- 
courage the formation of community 
committees; sponsor conferences; carry 
on public education programs; initiate 
and promote research; act as a source of 
information on the problems of the 
aging; and make recommendations for 
action by state or local governments and 
private agencies. 

3. Legislative committees and councils, 
which provide varying degrees of state- 
wide leadership in the development of 
relevant programs and other activities 
similar to those of the advisory and co- 
ordinating committees. 
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4. Interdepartmental committees, 
which are composed of department rep- 
resentatives who coordinate state pro- 
grams, provide statewide leadership, and 
collect extensive information on the 
aging. 

5. Special administrative personnel, 
whose members operate in various de- 
partments such as the departments of 
labor, industry, and health and public 
welfare. 

The functions of state commissions 
have also been described according to 
the following types: 

1. Administration, which has specific 
responsibilities for carrying out parts of 
an old-age program. 

2. Integration, which brings various 
state, local, public, and private agencies 
together as a team. 

3. Policy-making, which is essentially 
concerned with setting state policy in 
the field of aging. 

1. Survey, which deals with problem 
identification. 

5. Leadership, which is responsible for 
mobilizing public opinion behind a pro- 
gram and providing statewide leader- 
ship, largely through educational or pilot 
project technics. 

6. A combination of several of these. 

We now begin to discern significant 
movements and intelligent designs. All 
of these studies suggest aspects involv- 
ing cooperation, planning, leadership, 
interdepartmental coordination, research, 
and for citizen 


increased status leaders 


and professional staff. 
Principles and Patterns 

Since states and communities differ, I 
would not advocate, at present, any one 
final form of function of state organ- 
ization. However, we do have patterns 
to serve as guide posts for structure, 
which suggest the importance of certain 
procedures. This structure should serve 
as a method only, not as an end in itself, 
nor even as a limiting factor. It should 


122. Geriatrics, February 1958 





not follow any set pattern, but should 
be based on state and regional features, 
including, among others, topography, 
ideals, traditions, and relative needs. 

Despite these special aspects, the prin- 
ciples of community planning are con- 
sistent. There is a great need for strength- 
ening state leadership at the state level, 
and for emphasizing the functional ap- 
proach for appropriate operation. The 
future role of state organization will be 
characterized less by special interests and 
specific areas, and more by broad, inte- 
grated programs. However, this approach 
must include all of the parts and must 
have an important role for each of these 
parts. 

The roles of citizen, legislative, and 
administrative committees in formu- 
lating policy are gradually being recog- 
nized by the committees themselves and 
state departments and agencies con- 
cerned. State committees are nearly al- 
ways involved in solving current diff- 
cult problems. Since so many committees 
operate on a year-to-year basis, they must 
formulate long-range objectives in order 
to give unity and direction to programs. 
Too little thought is given to the de- 
velopment of a ten- or twenty-year blue- 
print for action. A further phase of the 
committees’ responsibilities is recognition 
of local concepts as identified and de- 
termined by the citizens themselves, for 
our culture gives rise to ever-changing 
needs. It is vital that those people who 
are most affected by the environment in 
any one social aggregate should identify 
and understand those needs and then 
act to resolve them. 

Planning which is not based on mutual 
understanding is not only ill-conceived, 
but becomes a deterrent to positive ac- 
tion. Cooperative thinking and action 
with the group being planned for are 
the keys to effective programs. In so far 
as possible, older citizens should be a 
part of such planning and evaluation. 
In our planning we must take into ac- 
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count the wishes and wisdom of each 
community to be served. 

In order to crystalize some of the con- 
cepts described earlier, I should like to 
suggest several plans to be refined by 
legal possibilities, the realities of legisla- 
tive action, and local acceptance. These 
plans are based on a broadly conceived 
local and state program. They are further 
based on the concept that committees at 
the local level should work with all the 
service entities of that county or counties 
and that committees should operate in 
a similar manner at the state level. The 
chief success of conferences on aging is 
usually the result of a broadly conceived 
program with multiple interests sharing 
a common bond. Welfare, as it is real- 
istically accepted, becomes one part of 
the total picture, as do health, housing, 
education, employment, and recreation. 

To be effective, the following prin- 
ciples should be incorporated in the local 
services: local autonomy, objectivity in 
selecting staff, state-county fund partici- 
pation, services to one county or multi- 
ple-county units, availability to all or- 
ganizations concerned with the well- 
being of people, and active citizen par- 
ticipation in advisory capacities. 

The function of a state unit should 
be to serve its communities and county 
in the most effective manner possible. 
Regardless of the form it takes, I believe 
we would be making a serious error if 
we removed the refreshing aspects of a 
new and dynamic program close to the 
citizens of any state. For example, I be- 
lieve that, in many instances, the best 
approach is through the county welfare 
board office. But, I also believe that, on 
other occasions, this may be the least 
effective approach. Consequently, I 
would suggest a plan that would allow 
each county or community to decide as 
to the best mode of operation. We must 
be cautious not to hamper flexibility. 
Any local program should be organized 
to initiate action by local groups. 





Plans for Action 


For many years to come, the needs of 
the aging will transcend other service 
needs. We are now in a position to make 
available to many thousands opportu- 
nities which will make their life in the 
later years wholesome and purposeful. 
Consequently, I am suggesting the fol- 
lowing alternatives as the foundations 
for a plan to stimulate, develop, and co- 
ordinate state and local services to our 
aging population. 

LOCAL PLANS 


Plan 1. This plan would allow each 
county or multiple county unit to de- 
termine the mode of operation. It would 
be approved by a citizens commission on 
aging and would permit counties to band 
together. State appropriation would 
match local appropriation. The county 
commissioners would provide the local 
governmental unit which would be the 
responsible agent for funds. Such a plan 
would have to conform to the principles 
mentioned earlier, and thus, the wel- 
fare board, among others, could be desig- 
nated as the agency. 

Plan 2. Under this proposal, a special 
committee would be formed under au- 
thorization of the county commissioners. 
As a starting point, each county wishing 
to participate would be empowered 
through its county commissioners to set 
up a special committee composed of rep- 
resentatives of each of the following in- 
terests: recreation, social work, health, 
service organization, economic welfare, 
industry, labor, agriculture, education, 
institutions serving the aged, housing, 
and county commissioners. These com- 
mittees would furnish quarterly progress 
reports to the state commission on aging. 

Plan 3. A county services coordinator 
within jurisdiction of the county wel- 
fare board is another possibility. Al- 
though, administratively, the coordina- 
tor would be responsible to the appro- 
priate person in the welfare office, a spe- 
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cial citizens council should be established 


as a county-wide advisory group repre- 
senting all necessary interests. 

STATE PLANS 

Any state plan would have to take into 
consideration the policy decisions of 
local committees. 

Plan 1. Under this plan, an appro- 
priation would be made to the gover- 
nor’s office to provide for a special as- 
sistant or advisor who would be respon- 
sible for staffing a citizens’ commission 
on aging and a state government inter- 
departmental committee. 

Plan 2. Here, a separate commission 
on aging would be organized to repre- 
sent interests such as welfare, health, 
education, labor, industry, and so forth. 
It would be headed by an executive 
secretary who would also staff an inter- 
departmental committee. 

It is most important that, at present, 
state leadership should be interdepart- 
mental in scope. While we concentrate 
on aging, the major state service depart- 
ments and agencies should devote more 
time to developing methods of operation 
that would eliminate duplication of 
services to people of all ages. 

These plans are not intended as final 
entities, but to demonstrate trends in 
thinking. It is apparent that we do have 
guideposts. These are interdepartmental 
in scope, interprofessional in expression, 
and close to citizen participation. They 
demand community planning and think- 
ing, whether on a state or local level. 
And they involve our legislators as they 


124 Geriatrics, February 1958 





are called upon to express the will of 
the people and to exert leadership. 
Again, the closer a program is to its 
community, the stronger its potential, 
the greater its citizen participation, and 
the wider the base of necessary appro- 
priations. In the larger states, leaders 
in the field of aging would have con- 
sultative and coordinating functions 
geared to correlate, stimulate, integrate, 
and intensify services. The direct action 
and continuing program in any one com- 
munity would be a local responsibility. 

It may be helpful to turn again to 
the report of the Council of State 
Governments as the authority in its field. 
More and more, its views on the process 
of state organization are being substan- 
tiated by experience. These organiza- 
tional features include: a special assistant 
to the governor, a technical staff com- 
posed of representatives from state de- 
partments who work with old age prob- 
lem situations, a state interdepartmental 
committee, and an advisory council. 

The challenge given to the State of 
Minnesota in its 1956 Commission Re- 
port is one which applies with equal 
force to all states. Planning for older 
people should “provide a climate so that 
those older people who are active can 
continue to be active; so that older adults 
can continue to live in their homes as 
long as possible; so that adequate health 
facilities and opportunities to use them 
with dignity are available to all.” 


This paper was based on an address at the First 
State of Indiana Conference on Aging, at the 
University of Indiana, October 6, 1956. 
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Health insurance for retired and aged persons 


JOHN H. MILLER 
SPRINGFIELD, MASSACHUSETTS 


EMARKABLE PROGRESS has been made 
during recent years in extending 
some form of voluntary health insurance 
to an estimated 115 million people in this 
country, including millions of our older 
citizens. However, the coverage for peo- 
ple over 65 is neither as extensive nor 
as adequate as that for younger persons 
because (1) much of the existing insur- 
ance protection is provided through em- 
ployer-employee plans which generally 
do not reach the people already retired 
at the installation of the plan; (2) older 
persons do not accept and rely upon 
health insurance as do younger people 
who look upon it as one of the essential 
elements of the family budget; (3) the 
physical or mental impairment of many 
of our older citizens bars them from in- 
dividual insurance and group plans are 
not available to them; and (4) the in- 
creased incidence and severity of sickness 
incident to older age necessitate an in- 
creased cost of health insurance. 
Since medical care, including provi- 
sion for food, clothing, and shelter, is a 
basic necessity of life, and since insur- 
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ance is simply a mechanism through 
which the cost can be shared among 
homogeneous groups of people, the prob- 
lem of paying for health insurance for 
the older ages is, from the financial view- 
point, essentially the same as that of 
providing a pension or retirement in- 
come for the purchase of other neces- 
sities of life after the individual or fam- 
ily head ceases to be productively em- 
ployed. 

Employers have included medical care 
insurance in their group programs for a 
large proportion of the people who have 
retired in recent years or who will retire 
in the future, and their family depend- 
ents. While this is being done on a cur- 
rent cost or pay-as-you-go basis in many 
instances, the better method is to provide 
for advance funding of these costs dur- 
ing the active service of the employees 
just as retirement income benefits are 
funded in a sound pension plan. 

Those individuals who are not covered 
by group programs extending benefits to 
the retired and their dependents may 
make similar provision for health insur- 
ance in their later years by purchasing 
individual policies which can be con- 
tinued as long as they live. The cost of 
this insurance and other living costs 





Geriatrics, February 1958 


after retirement can be covered by a 
guaranteed retirement income provided 
by retirement income insurance or by 
other means. Another approach is the 
individual health insurance policy which 
becomes paid up upon reaching the age 
of 65. 

Because of the historical trend of med- 
ical care costs and the future uncertain- 
ties as to expense of medical care, pre- 
miums for this kind of insurance are not 
guaranteed with respect to renewal years 
after Noncancellable policies, 
with premiums guaranteed to age 65, 
are available, while under other forms 
the premiums may be increased if costs 


age 69. 


exceed the anticipated levels. 

Accordingly, any provision made 
through individual savings or insurance 
or through pension plan financing can 
only approximate the future cost of this 
insurance and should provide some 
margin for increases in cost. This situa- 
tion is by no means peculiar to insurance 
against the cost of medical care, how- 
ever, since similar price trends affect the 
cost of living in general. 

The financing and insurance of the 
costs of medical care at advanced ages 
do not present unusual technical 
problems, but do require a recognition 
of the substantial size of these costs. 
Also, if each generation is to provide for 
its medical care costs after retirement, 
advance funding must be made by the 
workers or their employers, or jointly 


any 


by both, during the years of productivity. 

While essential to the over-all security 
program, health insurance at the older 
ages is not the only resource available 
to meet medical care costs. Some em- 
ployers who continue group life insur- 
ance might make it possible to charge 
the cost of medical care against the group 
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life insurance otherwise payable at 
death. Also, any complete life insurance 
program includes some insurance, often 
called a clean-up fund, which is carried 
in part for payment of the cost of the 
final illness. ‘Tax-supported institutions 
for the care and treatment of chronically 
ill patients, a large proportion of whom 
are in the older age group, provide an- 
other important health care resource. It 
should also be mentioned that after 65 
medical care expenses are deductible 
from taxable income up to a maximum 
amount without exclusion of the initial 
portion of these expenses. Thus, the 
entire premium payable for medical 
care insurance becomes a tax deductible 
item. 

Efforts to make insurance protection 
more accessible to older people should 
be paralleled with efforts to improve the 
effectiveness and availability of health 
services and to minimize their cost. This 
calls for greater development of pre- 
ventive health measures, the early de- 
tection and treatment of chronic disease, 
and the creation or expansion of special 
facilities and services, such as geriatric 
clinics, nursing and convalescent homes, 
home-care hospital programs, the “day 
hospital,” and other facilities and serv- 
ices especially designed to meet the 
health problems of the aged. 

Finally, there is need for a great ex- 
pansion of rehabilitation services and 
facilities, which should be made avail- 
able not only to those disabled persons 
who are potentially re-employable but 
to all persons whose well-being can be 
benefited. 

A coordinated approach on all these 
fronts offers the best assurance of ade- 
quate medical care for the older mem- 
bers of our population. 
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All books intended for review and all correspond- 
ence relating to this department should be sent 
to Book Editor, Geriatrics, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 


Practitioners’ Conferences Held at 
The New York Hospital-Cornell 


Medical Center 


CLAUDE E. FORKNER, M.D., editor. Vol. 1 
and 2, 1955. Vol. 3 and 4, 1956. Vol. 5 


and 6, 1957. New York: Appleton Century 

Crofts. Approx. 400 pages per volume. 

$6.75 per volume. 

The conferences held at the New York Hos- 
pital—Cornell Medical Center have had a 
deserved reputation for their great teaching 
value in addition to the crisp, concise man- 
ner in which the interest of the audience is 
held. Dr. Forkner’s meticulous editing of 
the conferences has resulted in these six 
volumes. 

The general practitioner is always remem- 
bered as the reader, and there is an over-all, 
most commendable, unity of presentation. 
Each topic is 
twenty-five pages of well-printed text, and 
there is an able summary at the end of the 
chapter by Dr. Forkner himself. As a result, 
the very busy doctor can get the boiled 
the matter in a mere two 


discussed in an average of 


down essence of 
pages. The uniform excellence of these sum- 
maries is not only a compliment to Dr. Fork- 
also one of the 
this series so 


ner’s erudition, but it is 


many features which makes 


outstanding. 

This set is not just another textbook; 
neither does it compete with such works as 
“The Specialties in General Practice.” It is 
really a collection of miniature monographs, 
and it fills a very definite reading need. It 
is ideal for reading in a leisure half hour. 
In addition to the table of contents in each 
volume, there is an index at the end of 
volume six which facilitates finding a sub- 
ject which may have an immediate interest. 
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Every topic discussed presents many ideas 
not obtainable elsewhere, such as the prac- 
tical pointers on the symptomatology, diag- 
nostic technic, and treatment of a disease. 

This reviewer notices one defect in pre- 
sentation that should lend itself to easy cor- 
rection in later editions. In many chapters, 
references are made to slides being shown, 
but, while the material is thoroughly dis- 
cussed later on, there are no illustrations of 
the slides mentioned. For example, Dr. 
Gould came all the way from Detroit to dis- 
cuss trichinosis, and he is the author of the 
text on the subject. Some 30 slides are the 
subject of a lively exchange of ideas between 
the panelists. Why not allow the reader to 
see one or two of them so that he may see 
for himself what all the conversation is 
about. Can the rather stiff price of each 
volume be made to absorb the extra ex- 
pense? The several x-ray films on glossy pa- 
per which are presented certainly do much 
to enhance the value of the reading material. 

There are so many topics presented that 
all branches of medicine seem to be most 
judiciously represented. I found the article in 
volume two on arteriosclerosis and athero- 
sclerosis extraordinarily commendable. Es- 
sentially, it was a capsule monograph which 
presented a dispassionate but crisp consensus 
on a very debatable topic. Similarly, there 
are some wonderful in derma- 
tology on such topics as cancer of the skin, 
eczema, including seborrheic dermatitis and 
contact dermatitis, dermatophytosis, and 
poison ivy. There is a liberal number of 
articles on surgery, neurology, gynecology, 
psychiatry, and urology. There is even room 
for such a topic as the role of religion 
in healing. Here, three ministers and one 
physician composed a panel of extreme pro- 
vocative interest. Again, Dr. Forkner pre- 
sents in less than half a page a summary 
which must surely interest everyone reading 
it. 

In all, Dr. Forkner has pruned well; he 
has kept a firm grip on the multifaceted for- 
mat; and his summaries are models of in- 
formative conciseness. To practitioners every- 
where this set should prove an endless boon 
as a source of refresher reading, which is so 
interesting that it is a joy to relax with in 
a lull during the day or when wishing to 
read before falling asleep. I am delighted to 
recommend this set also to the resident just 
commencing to build his library and to the 
(Continued on page 64A) 
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old-time practitioner of many decades’ ex- 
perience. And the specialist, too, may be 
surprised to find a clearer view of the trees 
in his particular forest. Dr. Forkner is to be 
congratulated on performing a difficult task 
so brilliantly. 
ARNOLD LIEBERMAN, M.D. 
Elmhurst, New York 


Cytologic Techniques for 
Office and Clinic 

H. E. NEIBURGS, M.D., 1956. New York: Grune 

& Stratton, Inc. 215 pages. $7.75. 

This small volume, which covers a somewhat 
restricted subject, presents technics and de- 
scribes the steps recommended from the col- 
lection of cell specimens to the microscopic 
study. The recommendations are based on 
data pertaining to accuracy of diagnosis as 
well as methods found to be most reliable 
by the author in his research. 

After considering cytology for the purpose 
of cancer detection in the female pelvis, the 
author continues with an extended discus- 
sion on office procedures for the estimation 
of hormonal activity. Altogether, the cyto- 
logic technics discussed largely involve the 
respiratory, gastrointestinal, urologic, and 
reproductive systems. 

The book is well written and adequately 
illustrated and contains a long list of refer- 
ences as well as chapter and subject indexes. 

REUBEN F. ERICKSON, M.D. 
Minneapolis, Minnesota 


Systemic Arterial Embolism: 
Pathogenesis and Prophylaxis 

JOHN MARTIN ASKEY, M.D., 1957. Modern 

Medical Monograph number 14. New 

York: Grune & Stratton, Inc. Illustrated. 

157 pages. $5.75. 
Although the text gives attention to the 
most modern technics such as anticardiogra- 
phy, the author states, “the technique when 
perfected may make practical routine visual- 
ization of small intra-atrial masses. Until the 
technique is perfected clinical acumen in 
detecting small emboli must remain the best 
procedure for identifying a left auricular 
thrombus.” 

Careful attention is given to clinical cor- 
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relations of cardiac muralthrombosis and 
systemic arterial embolism and the patho- 
genesis of systemic arterial embolism in heart 
disease and as a differential diagnosis of 
the various sources of embolism. Chapter 8, 
Prophylaxis Antithrombotic Measures for 
Systemic Arterial Embolism, and chapter 9, 
Continuous Antithrombotic Drug Therapy 
in Heart Disease, are of greatest value to 
the practitioner. The last chapter gives spe- 
cial consideration to the treatment for sur- 
vivors of embolism, test for prothrombin 
activity, choice of antithrombotic drugs, and 
selection and education of the patient. A 
physician who attempts to treat these con- 
ditions should not be without the informa- 
tion and guidance given in this very com- 
plete, well-condensed clinical study. 
S. MARX WHITE, M.D. 
Minneapolis, Minnesota 


The Chronically Ul 

JOSEPH FOX, PH.D., 1957. New York: Philo- 

sophical Library, Inc. 229 pages. $3.95. 
Dr. Fox has prepared an informative book 
on the chronically ill.in America, based on 
a fine assembly of facts and expert opinion. 
It is a competent and scholarly undertaking. 

The author discusses chronic illness as it 
affects the individual and society, then sug- 
gests how psychologic and social forces can 
be mobilized individually and collectively to 
cope with this major destructive force. In 
the final chapter, Dr. E. M. Bluestone puts 
forth an exciting challenge in caring for 
people with prolonged illness. The excerpts 
from his writings clearly indicate how home 
care and imaginative institutional planning 
can provide the most effective service at the 
least cost with the greatest benefit to the 
individual and the community. 

Although one chapter, “Age and Chronic 
Illness,” discusses some of the particular 
stresses of old age as differentiated from the 
younger years, the entire book is applicable 
to the older years. I do wish, however, that 
more emphasis would have been placed 
throughout the book on the need for ini- 
tiating care of a patient at the onset of 
original symptoms. In line with this, I did 
feel that the experiences 6f the author could 
have been put to even fuller use. Too few 
case examples were cited from his extensive 
experiences as an executive with a home for 

(Continued on page 66A) 
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helps querulous older 
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of family and friends. 
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the aged and a home for the chronically ill. 
This does not, however, detract from the 
quality of his contribution. The scope of 
chronic illness is captured here and there- 
fore becomes a worthy contribution to the 
literature. 
JEROME KAPLAN 
Minneapolis, Minnesota 


It Pays to Be Healthy 


ROBERT COLLIER PAGE, M.D., 1957. 
York: Prentice-Hall, Inc. 285 pages. 


New 


One of the country’s leading experts on 
taking care of the health of company em- 
ployees writes a book for laymen in which 
he incorporates many of his conclusions de- 
rived from a lifetime of work. There is mate- 
rial on the hazards of working, and there 
are a number of interesting case reports. 

Dr. Page says that the survivors of the men 
who graduated from college in the years 
around 1910, most of whom are over 70, can 
be divided into businessmen and _ profes- 
The retired, 
while many of the professional men—doctors 
and lawyers—are still hard at work. 

Dr. Page’s book could help provide top 
executives with ideas for taking care of their 
junior men that would inhibit the develop- 
ment of so many 


sional men. businessmen are 


neuroses. The doctor dis- 
cusses such subjects as avoiding functional 
disorders, assessing one’s problems honestly, 
avoiding tension headaches, obesity, and al- 
coholism, keeping sane, treating peptic ulcers 
wisely, and handling business problems well. 
There is even a chapter for the wife of the 
ambitious business man, who can either help 
her husband or hurt him greatly. The wife 
that in the 
getter she is bound to have to take a second- 
ary place. 

There is a helpful chapter on how to 
choose one’s doctor, how to get a medical 
examination, and understand the 
report. Page says sometimes it is well for a 
man to turn down a promotion. There is a 


must remember life of a go- 


how to 


chapter on the early diagnosis of cancer, on 
the treatment of heart disease, and on a 
number of other physical difficulties. Finally, 
there are two chapters on retirement and 
what to do about it. 

WALTER C. ALVAREZ, M.D. 


Medical Writing 
MORRIS FISHBEIN, M.D., 1957. New York: 
McGraw-Hill Book Company, Inc. Third 
edition. Illustrated. 262 pages. $7.00. 


This is the most recent edition of a splendid 
book which ought to be on the shelf of every 
medical writer. Dr. Fishbein, of course, 
knows as much as anyone living about this 
area of writing. The book contains many 
valuable illustrations, a good bibliography, a 
very helpful list of abbreviations of all the 
best known medical journals, and much ad- 
vice for preparing illustrations for medical 
articles. 

WALTER GC. ALVAREZ, M.D. 


New Pamphlets Available 


“Job Opportunities for Older People,” by 
Edward Kahn, is a report of a two-year proj- 
ect which reveals that employer education, 
special job solicitation, and counseling do 
increase the chances of older workers to find 
jobs. Single copies may be obtained for $1.00 
by writing to the Philadelphia Center For 
Older People, 921 North 6th Street, Phila- 
delphia. 


“The Community and Institutions for Aged,” 
by Mrs. Londell Frazier and Dorothy L. Geb- 
hart, is a highly informative 15-page booklet 
geared to a most advanced philosophy on 
activity programs for older persons being 
practiced in institutions today. The staff of 
the Kansas State Department of Social Wel- 
fare has been developing community and 
institutional interest in group functions. The 
fascinating role of the social group worker 
is constantly assessed as institutions become 
motivated to provide many more socially 
therapeutic their residents and 
patients. Single copies may be obtained for 
50 cents by writing to the American Public 
Welfare Association, Chicago, Illinois. 


hours for 


“References On Aging For Health Personnel” 
provides a 15-page annotated bibliography 
and a 4-page selected list of books and pam- 
phlets which were prepared by nursing and 
nutrition consultants of the Chronic Disease 
Program of the Public Health Service’s Divi- 
sion of Special Health Services. Single copies 
or limited quantities are available on request 
by writing to this program and division of 
the United States Public Health Service, 
Washington 25, D.C. 
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A Comparative Study of Serum 

Cholesterol Levels in the 

Executive and Working Groups 

KING, and 
471-472, 


C. E. THOMPSON, F. J. 
Indust. 


STAAK, J. C. 
L. ROBERTSON. Med. 26: 

1957. 
Although quantitative differences are present 
in different population groups, serum cho- 
lesterol levels tend to increase with advanc- 
ing age; hence routine use of this test may 
help uncover the relationship of arterio- 
sclerosis to abnormal cholesterol levels. 

The observation that elevated cholesterol 
levels were frequently confirmed by the lab- 
oratory when such findings were suspected 
in a series of 600 executives lead to a com- 
parative study of cholesterol levels in execu- 
tives and in a group of 1,104 white workers 
in one plant in Texas. The executives were 
from various companies in the Midwest. 

A different 
determine the cholesterol 


chemical method was used to 


levels in each of 
the two groups. In the workers, the upper 
limit of normal was set at 250 mg. per cent, 
since 48.8 per cent of the group had levels 
over that amount. In the executive group, 
47.6 per cent had levels over 290 mg. per 
cent, and therefore 300 mg. per cent was 
taken as the upper limit of normal. 

In the factory workers, those under 20 all 
250 mg. per 
The levels were above the normal limit 


had cholesterol levels unde1 
cent. 
in 36.1 per cent of men between 21 and 30, 
54.8 per cent of those in the age range from 
31 to 40, 59.3 per cent of the group between 
the ages of 41 and 50, 70.8 per cent of those 
between 51 and 60, and 62.5 per cent of the 
men over 61. 

In the 
age of 20 all had normal cholesterol levels. 
Abnormal found in 16.6 per 
cent of the men between 21 and 30, 28.5 per 


9 


cent of those between 31 and 40, 42 per cent 


executive group, men under the 


levels were 


of the group in the age range from 41 to 50, 
59.1 per cent of men between the ages of 
51 and 60, and 36.4 per cent of the men over 
61. 

The executive group had more older men 
than did the factory worker group. An ex- 
planation for the greater percentage of the 
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workers having cholesterol levels above nor- 
mal as they grew older is not readily appar- 
ent. Undoubtedly economic and dietary dif- 
ferences play a significant role. The impor- 
tant that the incidence of 
abnormal cholesterol levels increases after 
the third decade of life. Accumulation of 
data of this type may eventually lead to the 
establishment of the relationship of elevated 
and the 
teriosclerosis and heart disease. 


observation is 


cholesterol levels incidence of ar- 


Carman Sign of Ulcerating 
Gastric Carcinoma 
B. S. WOLF and C. J. SHERKOW. Am. J. Digest. 
Dis. 2: 467-477, 1957. 
The presence of a discrete ulcerated area or 
crater in the 
demonstrated during barium study of the 


a shallow stomach may be 
stomach by palpatory pressure which will 


produce a characteristic barium collection 
over the ulcerated area. This observation is 
known as the meniscus sign or Carman’s sign. 

As one wall of the stomach is pressed 
against the opposite wall, the margins of the 
ulcerated area are approximated and _ the 
barium is entrapped over the ulcerated areas. 
The configuration of the entrapped barium 
may be with the convexity away from the 
lumen, hence the origin of the term me- 
niscus; however, the sign is still considered 
positive when the barium configuration is 
rectangular or biconcave. 

When an en face projection is made of 
the ulcerated area with pressure applied, the 
entrapped barium outlines the ulcer area, 
and the surrounding area devoid of barium 
appears as a halo. Carman’s original descrip- 
tion did not stress this view, and therefore 
others have designated this set of findings as 
a meniscus complex. Since there has been a 
failure to understand the original use of the 
term “meniscus sign” by Carman, many of 
the recent references refer to the halo as 
the meniscus sign. 

The sign may be observed in an ulcer as 
small as one centimeter in diameter. When 
the sign as described by Carman is seen in 
an ulcer greater than three centimeters in 
(Continued on page 70A) 
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diameter, it is pathognomonic of a flat but 
elevated carcinoma with a large ulcerated 
center of varying depths. 


Physiological and Pathological 
Principles in Restorative 
Medicine in the Aging 

M. M. pAcso. Phys. Therapy Rev. 37: 723- 

725, 1957. 

Sound knowledge of physiologic and patho- 
logic principles underlies the successful man- 
agement of some common geriatric disabil- 
ities. Osteoporosis, a frequent cause of spon- 
taneous or traumatic fractures in the elderly, 
results from lack of the normal physiologic 
strains and stresses essential for new bone 
formation as well as from deficiency of ana- 
bolic hormones. Continued physical activity 
combined with the administration of sex 
hormones often leads to improvement in 
osteoporosis. 

Elderly females are particularly prone to 
fractures of the neck of the femur. The site 
of fracture can be partly accounted for by 
physico-mechanical stresses on the trabecular 
architecture of the pelvis and femur. Delayed 
callus formation following the fracture may 
be caused by aseptic necrosis of the head, 
displacement with faulty reduction, shearing 
forces of moving fragments, absorption of 
neck fragments, poor bloed supply at the 
site of fracture, or the interposition of soft 
tissue. 

The peculiar gait pattern of some elderly 
patients may be the result of pathologic 
changes in the cerebral cortex, subcortical 
areas, spinal cord, or muscles. Much further 
research is essential to elucidate these pro- 
duction mechanisms. 


The Role of Adrenalectomy in 
Cancer of the Breast 
s. CADE. Cancer 10: 777-778, 1957. 

Bilateral adrenalectomy and oophorectomy 

provide effective palliative therapy for recur- 

rent incurable carcinoma of the breast. ‘The 

value of adrenalectomy is assessed on the sub- 

jective and objective effects after the opera- 

tion. Regression of skeletal, visceral, and 
(Continued on page 72A) 
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cutaneous metastatic lesions and of the ad- 
vanced primary mammary tumors occurs in 
about 40 per cent of the patients, resulting 
in complete relief of pain and a return to a 
nearly normal life for patients previously 
severely handicapped and often bedridden. 
The length of survival, which varies from six 
months to three years, depends on whether 
the tumor is hormone-dependent and wheth- 
er the response is independent of previous 
surgery or roentgen therapy. 
Suitability for adrenalectomy, 
hormone dependence of the primary tumor, 
may sometimes be predicted by the aggrava- 


showing 


tion or the improvement of symptoms and 
signs after androgen or estrogen therapy, 
by the improvement after cortisone admin- 
the effect of hormones on 
calcium excretion in patients with extensive 


istration, and by 


osteolytic lesions. Neither the histologic type 
of original breast cancer, nor the age of the 
patient, nor the stage of the disease can be 
correlated with the hormone dependence of 
the cancer so as to predict the result of 
adrenalectomy. 





improved formula 


The new “Mediatric” formula 

provides 100% more Vitamin C, twice | n 

as much Bu, added B factors, and 

lower iron dosage (to lessen gastric 
irritation, yet adequate for specific 
therapy). New “Mediatric” also contains 
steroids to effectively counteract 
declining gonadal hormone secretion, 
and a mild antidepressant to impart a 
gentle, emotional uplift. 

Available in capsules, tablets, and liquid. 


"MEDIATRIC. 


Steroid — Nutritional Compound 


Ayerst Laboratories * New York 16, N.Y. 
Montreal, Canada 





No other method of treatment, with the 
exception of hypophysectomy, gives similar 
results in control of disseminated mammary 
cancer uncontrollable by any other known 
therapy. 

Better results may be expected if bilateral 
adrenalectomy and oophorectomy are of- 
fered to more patients and before extreme 
progression of metastasis. 


Selection and Preoperative Treatment 
of Patients for the Le Fort Operation 

J. R. UPTON. West. J. Surg. 65: 278-282, 

1957. 
In selected geriatric patients with urinary 
stress incontinence caused by severe uterine 
decensus and cystourethro-rectocele, excel- 
lent results may be expected from the modi- 
fied Le Fort operation. Preoperative treat- 
ment and surgical technic must receive close 
attention. 

Preparation is carried out in close cooper- 
with the referring physician. Pro- 
lapsed pelvic organs may be held in place 


ation 


by an external vulvar pad with postural as- 
(Continued on page 74A) 
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overgrowth 
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the new rapid-acting oral form of 
Acuromycint Tetracycline... noted for its 
outstanding effectiveness against more than 
50 different infections...and Nystatin ... the 
antifungal specific. AcHrostatin V provides 
particularly effective therapy for those 
patients who are prone to monilial overgrowth 
during the protracted course of 

antibiotic treatment. 





supplied: 

ACHROSTATIN V CAPSULES 
contain 250 mg. 
tetracycline HCl 
equivalent (phosphate- 
buffered) and 250,000 


units NystaTIN. 


dosage: 

Basic oral dosage (6-7 mg. 
per lb. body weight per 
day) in the average 

adult is 4 Capsules of 
ACHROSTATIN V per day, 
equivalent to 1 Gm. of 
ACHROMYCIN V. 
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tReg. U.S. Pat. Off. 
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sist, various types of pessaries, or individual- 
ized molds or forms. Balsa wood is a good 
medium for forms. The patient is instructed 
in the insertion, removal, and cleansing of 
supports. An Ace bandage and full-length 
elastic stockings support varicose veins. Vagi- 
nal and perineal muscle-strengthening ex- 
ercises improve morale. If vaginal infection 
sleeps exists, general cleansing and drying of the 

area, ultraviolet therapy, douches, and mild 
medication are used. Estrogen and hydro- 
cortisone are prescribed. 


while your patient 


ee ee, Se ao 1 





Before surgery, cytologic examination 
should be made of the cervix and the pro- 
lapsed vaginal tissue. Kidney, ureters, and 
bladder are visualized roentgenologically. 
The urethra is checked for sacculations. 
Pyuria calls for sensitivity tests. Unless the 


: cervical os is stenosed, curettage is performed 
at the time of surgery. 

‘ Modifications of the Le Fort operation 
put the greatest emphasis on support of the 


prolapsed bladder neck, urethra, and widely 
separated perineal body. None of the 11 
women over 70 subjected to the procedure 
died. All were relieved of chrenic pelvic 
complaints. 





Maintenance Therapy of Pernicious 
works gently 


Anemia with Oral Administration 










of Intrinsic Factor and Vitamin B,2 


to produce L. LOWENSTEIN, L. BRUNTON, L. SHAPIRO, N. 
DE LEEUW, and M. DUFRESNE. Canad. M.A.]. 

77. 993.95 O57 

a normal a 923 930, 1957. 


Oral administration of small amounts of 
vitamin B,, with desiccated hog pyloric 


bowel movement mucosa as a source of intrinsic factor is not 
a satisfactory method of maintenance ther- 
. : apy in Addisonian pernicious anemia. 
in the morning P} I 


Thirty-six patients were given up to 3 cap- 
sules daily containing 5 mcg. of vitamin B,, 
and 50 mg. of desiccated hog pyloric mucosa. 
After three years no clinical relapses were 
observed, but a megaloblastic relapse of the 
marrow appeared in 19 patients, peripheral 
blood relapse in 4, and abnormally low 





‘ . “ lon 
serum vitamin B,, levels in 10. Some degree effe 
of refractoriness to the heterologous intrinsic not 


factor developed during the three-year period 
of oral administration. 





(Continued on page 78A) 
Dosage: One tablespoonful at bedtime 
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nausea and vomiting 


of pregnancy 


Especially effective in 
“morning sickness”’ and in 
hyperemesis gravidarum.’ 


-- BONAMINE for 
// motion sickness 


The only motion-sickness 
preventive effective 
in a single daily dose.? 


BONAMINE for 
oe vertigo in 
geriatric patients 


Recommended for control 
of dizziness in cardio- 
vascular disease, cerebral 
arteriosclerosis, central 
nervous system disease.® 


Bonamine is also valuable 
in controlling vertigo, 
nausea and vomiting 
associated with radiation 
therapy, infections and 
toxicoses, drug toxicity, 


* the postoperative state, 

and other conditions 

associated with labyrinthine 

BO N } \ Mi | N disturbances. 


longest duration of action 
effective in minutes 
notably free of side effects 


BRAND OF MECLIZINE HYDROCHLORIDE 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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Supplied: Scored, tasteless tablets, 25 mg.; 
and mint-flavored, candy-coated chewing 
tablets, 25 mg. 
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(May) 1957. 2. Conner, P. K., and Moyer, 
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importance, it tempts the appetite with its de- 
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as long as the cold or flu continues: 





subdue the symptoms, 






















control the cough with 
ROMILAR CF 


The Complete Cold Formula 


RomiLar CF brings new comfort and ease to your patients 
with colds and other upper respiratory disorders by providing 
more complete control of the symptom complex. It combines 
the benefits of an antihistamine, a decongestant and an 
analgesic-antipyretic with the effective cough suppressant 
action of Romilar Hydrobromide—the non-narcotic cough spe- 
cific with codeine’s antitussive effect but without codeine’s 

“ side effects. 

Available in syrup or capsule form. One teaspoonful (5 cc) of 

RoMILAR CF syrup, or one ROMILAR CF capsule, provides: 


Romilar Hydrobromide (antitussive)................. 15 mg 
Chlorpheniramine Maleate (antihistamine).......... 1.25 mg 
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N-acetyl-p-aminophenol (analgesic-antipyretic).......120 mg 
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brand of dextromethorphan hydrobromide 
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The hematologic of the blood 
and marrow is apparently a more sensitive 
indicator of response to therapy than is the 
serum vitamin B,, level. The. level of B,, in 
the serum may not be an accurate indicator 
of the state of saturation of the tissues with 
this substance. The majority of the 19 re- 
lapses in this group of patients only became 
evident after two to three years of oral 
therapy. 


response 


Geriatric Conditions of the Eye 
K. E. 


. P. OLMSTED. New York J. Med. 57: 
2980-2982, 


1957. 

There are two distinct forms of central senile 
chorioretinal degeneration. The more com- 
mon originates in the choroid as a result of 
atherosclerosis and obliteration of the blood 
vessels, hyaline deposition, and pigmentary 
disturbances. The condition is always _bi- 
lateral, and there is a disturbing fragmenta- 
tion of detail especially noticeable in read- 
ing. 

The second type of degeneration is caused 
by a hemorrhagic or serous exudate from the 
choriocapillaris extruding through a break in 
Bruch’s membrane. Complete loss of central 
vision results, although, fortunately, the con- 
dition is usually unilateral. No treatment 
exists. Proper nourishment and physical care 
help retard the process. Patients can be as- 
sured that only the central acuity is involved 
so that, although they will be unable to read 
and do fine work, they 
well enough to navigate in familiar quarters. 

The senile cornea may become diseased as 


will be able to see 


a result of irregular growth of lid lashes. 
Electrolysis or repair of the entropion can 
avoid the scarring and vascularization. 

Acute glaucomatous attacks producing se- 
vere prostration, nausea and vomiting, con- 
gested eyes, a hazy cornea, dilated pupils, 
and a stony hard eyeball with a tension meas- 
uring 90 mm. Hg or more represent a surgi- 
cal emergency. An iridotomy to re-establish 
circulation before extensive adhesions de- 
velop can alleviate the situation and prevent 
a lapse into a chronic state. 

Chronic glaucoma is the greatest cause of 
blindness in the United States today. The 
clinical picture is the antithesis of the acute 
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case. There is a remarkable absence of symp- 
toms, with visual acuity remaining until 
blindness takes over. If medical treatment 


fails to increase the outflow of 
surgical intervention is necessary. 

Of the two types of senile cataract, the 
cortical is the most rapidly progressive, some- 
times reducing vision below 20/200 within 
two years. The nuclear type cataract may 
advance over a 15-year period. Operative 
extraction is the only treatment. 


aqucous, 


Management of the Gastric 
Ulcer Patient 

J. L. A. ROTH. M. Clin. North America 41: 

1517-1537, 1957. 

The decision of initial therapy (medical 
versus surgical) should be determined on an 
individualized basis rather than by a general 
policy of medical management for gastric 
ulcer patients. 

A rigid medical regimen is justified in the 
absence of malignant characteristics as de- 
termined by such means as x-ray examina- 
tion, gastroscopy, and cytology. The progres- 
sive decrease in ulcer size with complete 
healing of the crater demonstrated by serial 
roentgenographic examinations during a 
brief therapeutic trial is the only reliable 
basis for medical therapy initially. Deter- 
mination that the lesion is benign is achieved 
only through such a controlled period of 
observation. However, operation is advised 
at the intervals of re-evaluation if the heal- 
ing rate is not satisfactory or if there is a 
recurrence within less than one year. 

Willingness and ability of the individual 
patient to follow a rigid medical program 
are factors in the physician’s decision to 
initiate therapy medically. The controlled 
“therapeutic” trial is justified in an area 
having an elective mortality for subtotal 
gastric resection exceeding 5 per cent. 

If an expert internist and radiologist are 
not available and the patient proves un- 
cooperative in following the medical regi- 
men, early surgical intervention is advisable 
providing the surgeon is skilled. 

Surgical intervention without the delay of 
a therapeutic trial is indicated for the com- 
plications of gastric ulcer and when there 
is suspicion of malignancy. Very few ulcer- 
ating carcinomas will be overlooked if im- 

(Continued on page 80A) 
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mediate operation is recommended for the 
suspicion of malignancy, based upon evi- 
dence revealed by the roentgenographic ex- 
aminations, gastroscopic observations, cyto- 
logic study of gastric washings,. gastric analy- 
sis, or location of the ulcer. Not only doe 
carcinoma occur more commonly in the pre- 
pyloric region than in any other part of 
the stomach but, also, benign ulcer in this 
area does not respond well to medical man- 
agement. Also, the failure of an ulcerating 
lesion in any part of the stomach to heal at 
a reasonable rate during a brief therapeutic 
trial may arouse suspicion of malignancy 
which was not suggested by the initial ex- 
aminations. 


Rheumatic Fever in the Aged 

J. KyoRSTAD. Acta med. scandinav. 158: 

337-349, 1957. 

Rheumatic fever in the aged is often charac- 
terized by a protracted course with only 
slight fever, moderate joint symptoms, and 
a low incidence of cardiac damage. A history 
of preceding streptococcal infection is often 
missing. Objective joint changes may be ab- 
sent; rheumatic nodules are seldom seen. A 
differentiation from rheumatoid arthritis 
may be difficult. Response to salicylates is 
usually excellent, and prognosis is generally 
favorable. 

In the series studied, women were affected 
more than twice as often as men. The inci- 
dence of previous rheumatic infection and 
pre-existing rheumatic heart disease was 
high. Previous upper respiratory tract in- 
fection occurred in only a small proportion 
of the patients. About one-third had only 


slight fever, and some had no joint symptoms 
at all. About one of every three patients had 
anemia. The duration of illness was usually 


prolonged. The incidence of cardiac involve- 
ment was remarkably low. 

Despite the atypical clinical picture of 
rheumatic fever observed in aged patients, 
the fact remains that one out of every four 
patients with rheumatic fever hospitalized 
in Oslo during the past five years has been 
over 50 years of age. The clinical picture of 
rheumatic fever in the aged, therefore, has 
claim on our attention. 

(Continued on page 82A) 
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fills the gap between 
complaint and correction 
of urinary tract disorders 


Pyridium (the urinary tract anesthetic) 

relieves discomfort and painful symp- 

toms even before the effects of specific 

therapy can begin. In 20-25 minutes, 

Pyridium alleviates pain, urgency, Yl 
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frequency and burning. 


When there is no infection, Pyridium 
eases the discomfort of chronic, non- 
specific urinary tract disorders, gives 
prompt in-the-office relief. It affords a 
fast-working analgesic for instrumen- 
tation, or may be used to keep patients 
comfortable until surgery. 





When infection is present, use Pyridium 
as always with any treatment you 
choose, or to supplement combination 
therapy whenever additional analgesia 
is required. While waiting for diagnos- 
tic test results or for fever to come 
down, you can provide fast relief from 
pain and discomfort with Pyridium. 


Diagnosis or treatment may take time 
—but pain relief can be immediate. Use 
Pyridium for every case with urinary 
tract pain, for relief in minutes. 


WARNER-CHILCOTT 
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The Treatment of Nausea 
Following Therapeutic trradiation 


J. E. LOFSTROM, N. JACKIW, and A. J. SPAN- 

yers. West. J. Obst. & Gynec. 65: 306-307, 

1957. 
Dramatic relief from nausea resulting from 
therapeutic irradiation for cancer may be 
obtained with 
tion consisting of meclizine and pyridoxine. 
Absorption of protein-split products pro- 
duced by tissue damaged by irradiation is 
the current explanation of irradiation sick- 
ness. The chief symptoms are nausea and 


Bonadoxin, an oral medica- 


vomiting. 

In a series of 82 patients treated with 
cobalt”, nausea or vomiting developed in 
45, or 55 per cent. In 40 patients, Bona- 
doxine was given in dosages of two tablets 
at bedtime and one tablet two hours prior 
to therapy. A placebo was given to 15 of 
these patients at varying times and, in some 
instances, alternated with the medication. 

The areas treated were primarily the uro- 
genital, gastrointestinal, and lymphatic sys- 
tems and breast and lung. 

The results of this study showed that 87 
per cent of the patients treated with Bona- 
doxin either exhibited complete relief from 
nausea and vomiting or were definitely im- 
proved. 


Aneurysm of the Abdominal Aorta. 
Two Cases with Rupture into 
the Gastrointestinal Tract 
S. J. SKROMAK, J. F. O'NEILL, E. F. CICCONE, 
and R. J. SNYDER. Gastroenterology 33: 
575-590, 1957. 
When gastrointestinal bleeding occurs in old 
age, rupture of an abdominal aortic aneu- 
rysm into the bowel should be considered. 
Lives may be saved by prompt surgical repair. 
Aneurysm of this type, which is becoming 
more frequent, is mostly arteriosclerotic and 
occurs chiefly in men. Before rupture, pain 
is a major complaint, yet old people may 
have no symptoms. The abdomen should be 
examined routinely. An expansile pulsating 
mass is suspicious, and the diagnosis may be 
confirmed by a flat-plate roentgenogram or 
aortography under local anesthesia. 
If below renal vessels, the dilated seg- 
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ment of aorta may be excised and replaced 
with a vascular graft or prosthesis of Orlon 
cloth. 


Cardiac Amyloidosis in the Aged 
H. Y. LEE and w. KAUFMANN. Arch. Path. 
64: 494-500, 1957. 
Amyloid in the hearts of geriatric patients 
is far more prevalent than has generally been 
suspected. Since the amount of this substance 
present in the myocardium is usually quite 
small, it does not produce any symptoms or 
necessarily contribute to the patient’s death. 

On autopsy of 7 cases of cardiac amyloido- 
sis, little or no involvement of other organs 
was demonstrable. Few small foci of amyloid 
in the alveolar septa and small blood vessels 
of the lung were seen in five instances. In 
amount was present in the 
arteries of the spleen, while in another case 
this substance was demonstrable in the small 
arteries of the liver and in the submucosal 
layers of the intestine and urinary bladder. 
In the heart, no evidence of amyloid was 
seen in any major coronary vessels or in 
the epicardium or valves. The luminal size 
of some of the smaller arterioles was often 
decreased with deposits of amyloid within 
the walls. 

In no instance was amyloid in the myo- 
cardium recognized grossly but was only de- 
tected microscopically. Histologically, 2 dif- 
ferent patterns are seen. One type is charac- 
terized by many small, patchy amyloid masses 
situated in interstitial tissue and muscle fibers 
singly and in groups. The other type shows 
multiple small and large areas revealing dif- 
fuse infiltration of amyloid in the interstitial 
tissue, with varying degrees of atrophy of 
the encased muscle fiber giving a honey- 
combed appearance. 

With hematoxylin and eosin stain, amy 
loid appears as a homogenous, amorphous 
mass suggesting fibrosis but without the fine 
fibrillary texture of collagen. Van Gieson 
stain clearly differentiates these substances 
since amyloid appears yellow or rusty yellow 
whereas hyalin or collagenous connective 
tissue stains a brilliant red. 

Although all of these cases had long stand- 
ing disease, with infection in some, they 
cannot be considered primary or secondary 
amyloidosis but most likely represent atypi- 
cal amyloidosis frequently seen in the aged. 

(Continued on page 84A) 
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In pain. Anxious. Fearful, On the road to cardiac 
invalidism. These are the pathways of 

angina patients. For fear and pain are inexorably 
linked in the angina syndrome. 


For angina patients— perhaps the next one who 
enters your office—won’t you consider new 
CARTRAX? This doubly effective therapy combines 
PETN (pentaerythritol tetranitrate) for lasting 
vasodilation and ATARAX for peace of mind. 

Thus CARTRAX relieves not only the anginal pain 
but reduces the concomitant anxiety. 


Dosage and supplied: begin with 1 to 2 yellow CaRTRAX 
“10” tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times 
daily. When indicated, this may be increased for more 
optimal effect by switching to pink caRTRAXx “20” tablets 
(20 mg. PETN plus 10 mg. ATARAX.) For convenience, write 
“CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on 
a continuous dosage schedule. Use pETN preparations 

with caution in glaucoma. 


“Cardiac patients who show significant manifestations of 
anxiety should receive ataractic treatment as part of the 


therapeutic approach to the cardiac problem.” 
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Post-Menopausal Ovarian Function 

C. L. RANDALL, P. K. BIRTCH, and J. L. HAR- 

Kins. Am. J. Obst. & Gynec. 74: 719-729, 

1957. 

The appearance of cells of cervical smears 
is an indicator of hormonal activity. Using 
this investigative tool, three groups of women 
were examined at varying lengths of time 
after (1) spontaneous cessation of menstrua- 
tion, (2) hysterectomy in which the ovaries 
were preserved, and (3) castration. 

Smears of a majority of the women indi- 
cate the persistence of estrogen effect for 
more than fifteen years after hysterectomy. 
the cell picture 
have come from the ovaries that were 


The hormones producing 
may 
not sacrificed at operation. However, many 
women who have had both ovaries removed 
have smears that suggest that there are other 
so-called extrapelvic sources of estrogen. 
Not more than 50 per cent of women are 
protected by extraovarian estrogens from the 
possibility of atherosclerosis and osteoporosis 
or from the development of atrophic epi- 
thelial changes in the genitourinary tract. 
It is questionable, therefore, whether pro- 
phylactic oophorectomy is ever justified. 
Castration results in an evident deficiency 
of estrogenic effect in 40 per cent of women 
within five years and in over 50 per cent after 
ten years. It seems likely that oophorectomy, 
if performed routinely whenever hysterec- 


tomy is indicated, could contribute to the 
eventual disability of more women than 
those in whom ovarian malignancy now 


seems destined to develop. 





“Hopeless” Malignancy 


G. COOPER, JR. and J. A. 


CRANFORD, JR. 
South. M. J. 50: 1330-1333, 1957. 


When dealing with carcinoma, an incurable 
lesion is not synonymous with a “hopeless” 
lesion. Patients with incurable cancer can 
often be helped to a more normal existance 
than can patients with other incurable 
chronic disease. Early consultation, joint 
planning, and joint follow-up observations 
are of particular value in arriving at the 
best the individual cancer 
patient. 

The radiologist is apt to be consulted only 
after other means of therapy have been ex- 
hausted and the patient has been relegated 
to the hopeless category. A patient with a 
tumor whose radiosensitivity has been proved 
by previous regression under therapy should 
receive further therapy if the radiation does 
not cause the patient greater distress than 
the tumor. If the tumor is considered radio- 
resistant, the radiologist may rely upon a 
therapeutic trial in order to determine if 
radiation is indicated. 

Six case histories are recorded which illus- 
trate the radiation therapist’s role in guard- 
ing against premature consideration of hope- 
lessness in carcinoma. 


management of 


Posture in the Aging and Aged Body 

J. T. FREEMAN. J.A.M.A. 165: 843-846, 1957. 
Since physiologic and biochemical, as well 
as anatomic, defects accompany postural de- 
formity of old people, early attention to 
good posture may prevent many geriatric 
problems. 

(Continued on page 86A) 
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Rectal Suppositories with Hydrocortisone, 
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to reduce 
inflammation and edema... 
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to relieve itching, burning, 
soreness, pain 


Composition: Each suppository contains hydrocorti- 
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(equiv. total alkaloids, 0.0063%); ephedrine sulfate, 
0.1%; zine oxide, boric acid, bismuth oxyiodide, 
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Early in aging, the intervertebral discs 
degenerate and apophyseal joints change, re- 
sulting in reduced columnar resiliency. The 
intervertebral separation 
generally wears first, accentuating curves and 
proliferation of bone at points of 
Abdominal muscles sag, and hernias 
increase. The pelvis compresses vertically and 
expands laterally, while the sacrococcygeal 
articulation The fe- 
moral acetabulum 


anterior arc of 


causing 
contact. 


becomes more acute. 


head meets the shallow 
at a sharper angle. 
Sternal bones fuse, held out by the ribs 
in a nearly fixed inspiratory position, lead- 
ing to emphysema and use of accessory res- 
piratory muscles. Altered diaphragm contour 
predisposes to esophageal hiatus hernia, 
which may result in sufficient blood loss to 
maintain Decreased 
negative intrapleural pressure with lengthen- 


hypochromic anemia. 
ing of infradiaphragmatic veins hinders ve- 


nous return, contributing to hemorrhoids 


and varicosities. As venous return is im- 
paired, dependent parts suffer relative acido- 
only 
gravity and osmotic forces but also because 
of the 


tion. Acidosis is also associated with increased 


sis. Edema appears not because of 


increased carbon dioxide concentra- 
calcium excretion. 

Individuals with good posture probably 
better health 
people with seriously 


enjoy and live longer than 


distorted skeletons. 
Before geriatric changes become fixed, pos- 
ture training, activity, and nutrition coun- 
maintain correct 


seling should be used to 





body alignment. Later, an overdiligent effort 
to correct posture without consideration of 
the new equilibrium established may be 
unwise. 


Treatment of the Agitated Senile 
Patient with Promazine 

E. SETTEL. GP 16: 107-110, 1957. 
Promazine provides safe and effective home 
management for the majority of agitated 
elderly patients. The effect is apparently 
mediated through a dampening action on 
the arousal mechanism in the reticular sub- 
stance of the brain, providing some inhibi- 
tion of diencephalic function. Patients be- 
come quieter and demonstrate increased co- 
operation, improvement in personal hygiene, 
and renewed interest in social activities avail- 
able to them. 

Of 60 geriatric patients requiring custodial 
care, 51 achieved good to excellent results 
with oral promazine. Mild to severe cases 
of senile agitation were given 25 mg. ol 
promazine three or four times daily. The 
more acutely agitated patients started their 
regimen on 50 to 100 mg. three times a 
day. Intravenous or intramuscular injections 
of 50 to 100 mg. were administered to the 
most violently disturbed until oral therapy 
could be substituted. The usual maintenance 
dose was 25 mg. three times daily. Symptoms 
returned with the use of placebos, and the 
nursing staff, not apprised of the change, 
noted the return of agitation in all cases. 

Promazine was remarkably free from side 
effects, either clinical, hematologic, or meta- 
bolic. 


CHLORESIUM 


ointment-+ solution 


"One of the most gratifying results of 

treatment with water-soluble chlorophyll 
{[Chloresium] was its ability to relieve 
itching and burning. 


This effect was 


observed almost immediately...." 


LANGLEY, W. D., AND MORGAN, W. S. 


: PENNSYLVANIA M. J. 51:44, 1947, 


RYSTAN COMPANY, MOUNT VERNON, NEW YORK 




















Alseroxylon less toxic than reserpine 


‘«.,.alseroxylon is an antihypertensive agent 
of equal therapeutic efficacy to reserpine in 
the treatment of hypertension, but with 
significantly less toxicity.” 


Ford, R.V., and Moyer, J.H.: Rauwolfia Toxicity 
in the Treatment of Hypertension: Some Observa- 
tions on Comparative Toxicity of Reserpine, a 
Single Alkaloid, and Alseroxylon, a Compound Con- 
taining Multiple Alkaloids, Postgrad. Med., Janu- 
ary, 1958. 





Dadatrz11I nis 
Ka uwilolia 


(alseroxylon, 2 mg.) 
for gratifying 
rauwolfia response 


virtually free from side actions 


es Riker 
When more potent drugs are needed, prescribe lon ecm 


Rauwiloid® + Veriloid 
alseroxylon 1 mg. and alkavervir 3 mg. 
for moderate to severe hypertension. 
Initial dose 1 tablet t.i.d., p.c. 
Rauwiloid® + Hexamethonium 
alseroxylon 1 mg. and hexamethonium chloride dihydrate 250 mg. 
in severe, otherwise intractable hypertension. 
Initial dose 4 tablet q.i.d. 


Both combinations in convenient single-tablet form. 
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All news and announcements for this department 
should reach the editorial office six weeks before 
publication date. Please direct all communica- 
tions to News Editor, GERIATRICS, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 


Coming Meetings 
Scheduled conferences which have slated one 
or more sessions on aging include: 

March 13—National Committee on the 
Aging of the National Social Welfare As- 
sembly, spring meeting, Willard Hotel, 
Washington, D.C. 

March 19 to 21—National Health Council, 
National Health Forum and thirty-eighth an- 
nual meeting, Sheraton Hotel, Philadelphia. 

May (date not set) —First Provincial Sas- 
hatchewan Conference on Aging, Winnipeg, 
Canada. 

June 15 to 21—American Physical Therapy 
Association, thirty-fifth annual meeting, 
Olympic Hotel, Seattle. 

October 12 to 15—National Rehabilitation 
Association, annual conference, George Van- 
derbilt Hotel, Asheville, North Carolina. 

November 5 to 7—Gerontological Society, 
eleventh annual meeting, Philadelphia. 


Annual Geriatrics Society Meeting 

The American Geriatrics Society will hold its 
annual meeting June 19 and 20 at the Mark 
Hopkins Hotel in San Francisco. Reserva- 
tions may be made by writing to Mr. Walter 
G. Swanson, vice president and general man- 
ager, San Francisco Convention and Visitors 
Bureau, 300 Civic Auditorium, San Francisco. 


Plans for Future Congress 

At the recent meeting of the Gerontological 
Society in Cleveland, Louis Kuplan of Cali- 
fornia was selected as vice president of the 
International Association in charge of the 
Fifth International Gerontological Congress 
to be held in 1960. San Francisco was also 
approved as the site of the Congress, pro- 
vided facilities for the meeting are available 
as well as sufficient funds to invite gerontolo- 
gists from other countries. 


Activities and Announcements... 


Nursing Conference 

At the invitation of the Surgeon General of 
the Public Health Service, Department of 
Health, Education, and Welfare, 125 indi- 
viduals and agencies will participate in a 
National Conference on Nursing Homes and 
Homes for the Aged to be held February 25 
to 28 at the Department in Washington. The 
Conference, which is designed to lead to 
improvement of services for the chronically 
ill and the aged, will cover medical, nursing, 
food, and social services, environmental 
health, fire safety, accident prevention, li- 
censure, consultative assistance, training, edu- 
cational programs, relationships with other 
medical facilities and programs, community 
relationships, and other aspects of nursing 
homes and homes for the aged. A report of 
the proceedings and recommendations will 
be published as soon as possible after the 
conference. 


Education Conferences 

The educational needs of older persons will 
be the subject of several sessions at the na- 
tional conference of the Adult Education 
Association of the United States, which will 
be held November 13 to 15 in San Diego. 
Professor Jack London, Berkeley Campus, 
University of California, and Louis Kuplan, 
executive secretary of California’s Citizens 
Advisory Committee on Aging, are co-chair- 
men of the section on aging. Prior to this 
meeting, on November 11 and 12, the Cali- 
fornia Association of Adult Education Ad- 
ministrators will hold its annual meeting in 
San Diego, during which educational needs 
of Tater years will also be considered. 

° 


Allergy Congress 

The Third International Congress of A\l- 
lergy, which is sponsored by the Interna- 
tional Association of Allergology and French 
Allergy Association, will be held in Paris, 
France, October 19 to 26. For further in- 
formation and registration, write to Dr. B. 
N. Halpern, 197 Boulevard St. Germain, 


Paris 5, France. Inquiries regarding partici- 
(Continued on page 90A) 
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pation in the program should be addressed 
to Dr. S. M. Feinberg, 303 East Chicago Ave- 
nue, Chicago 11, Illinois. 


Oklahoma Colloquy 

Nine nationally prominent investigators will 
participate and present the results of original 
work on fluid, electrolyte, and nutritional 
balance at the First Oklahoma Colloquy on 
Advances in Medicine, which will be held 
February 6 to 8 at the University of Okla- 
homa in Oklahoma City. Further informa- 
tion may be obtained by writing to the Divi- 
sion of Postgraduate Education, University 
of Oklahoma School of Medicine, Oklahoma 
City. 


Rehabilitation Research Grants 

\s a part of its research and demonstration 
grant program, the United States Office of 
Vocational Rehabilitation is accepting ap- 
plications to provide part of the cost of 
demonstration projects in the vocational re- 
habilitation of severely disabled groups. The 
specialized types of programs which are being 
given priority up to the year ending July 1, 
1958, include occupational centers for the 
mentally work and 
evaluation centers for cerebral palsy patients; 


retarded; classification 
work adjustment centers for disabled persons 
with emotional problems; occupational ad- 
justment services for epileptic patients; vo- 
cational rehabilitation for the homebound, 
including restoration to outside employment, 
rehabilitation in a 
community home care program; optical aids 


industrial homework, or 


clinics for the blind and visually disabled; 
training and employment programs for the 
deaf and blind; work evaluation programs 
for disabled older persons; and _ rehabilita- 
tion of the chronically ill by providing an 
organized program in nursing homes or 
chronic disease hospitals to determine their 
vocational restoration potential. 

To be eligible for grants, agencies spon- 
soring these projects must have the approval 
and, as far as possible, the participation of 
their State Vocational Rehabilitation Agen- 
cy and will be expected to contribute an 
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average of about one-third of the total pro- 
gram cost. Further information may be ob- 
tained by writing to the U.S. Office of Voca- 
tional Rehabilitation, Department of Health, 
Education, and Welfare, 330 Independence 
Avenue, S.W., Washington 25, D.C. 


Retirement Planning Studies 
Results of a survey taken by the occupational 
planning committee of the Cleveland Wel- 
fare Federation show that over 58 per cent 
of 77 Cleveland firms responding to their 
1957 questionnaire offer some kind of as- 
sistance to their employees in planning for 
retirement. This represents an increase of 
13 per cent from a previous study made three 
years ago. As indicated by the survey, indi- 
vidual counseling appears to be the pre- 
dominant type of preretirement preparation. 
It was also found that the physical and 
mental health aspects of aging play an im- 
portant part in retirement planning. 
Another study, conducted by the Univer- 
sity of Michigan, Division of Gerontology, 
in cooperation with leaders of the Uphol- 
sterers International Union of North Ameri- 
ca, AFL-CIO, and UIU locals in Chicago and 
Naperville, Illinois, pointed out that prac- 
tical programs to prepare workers for retire- 
ment can effectively change the attitudes and 
action of at least half of their participants. 
Topics covered in this pilot preretiring coun- 
seling included income mainte- 
nance, health problems, use of leisure time, 
and family problems, including location of 
the home after retirement. A major point 
made by the study was that retired UIU 
workers who had made a successful adjust- 
ment provided one of the most effective 
means of conveying information on retire- 
ment problems, since they could present these 
problems to the workers in their own terms. 


pre oTamM 


Editor Honored 

Dr. Emery A. Rovenstine, chairman, depart- 
ment of anesthesiology, New York University 
College of Medicine since 1935, and associate 
editor of Geriatrics, has been awarded the 
distinguished service award of the American 
Society of Anesthesiologists. Dr. Rovenstine 
is presently director of anesthesia at Bellevue 


~ j > « > ? 
(Continued on page 92A) 























the SINGLE therapeutic agent that 


sca objectively — depresses labyrinthine sensitivity’ 


ees clinically—controls vestibular vertigo’ without 
inducing drowsiness 


Wi EF’ 
fo VERTIGO 


Objective studies demonstrate “the reliability, predictability” and “magnitude of action” 
of ‘Marezine’ in its depressant action on vestibular function.’ Clinically, ‘Marezine’ gives 
complete symptomatic control of vestibular vertigo in over 80 per cent of cases.? 





References: 1. Gutner, L. B., Gould, W. J., and Cracovaner, A. J.: The Effects of Cyclizine Hydrochloride and Chlor- 
cyclizine Hydrochloride Upon Vestibular Function, A.M.A.Arch.Otolaryng. 59:503 (Apr.) 1954. 2. Witzeman, L. A.: 
Cyclizine Hydrochloride in the Treatment of Vertigo, Eye, Ear, Nose and Throat Monthly 33:298 (May) 1954. 3. Gutner, 
L. B., Gould, W. J., and Hanley, J. S.: Effect of Meclizine Hydrochloride Upon Vestibular Function, A.M.A.Arch, 
Otolaryng. 62:497 (Nov.) 1955. 


“‘MAREZINE’ brand CYCLIZINE HYDROCHLORIDE 50 mg. Tablets, scored. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Hospital Center, Gouverneur and Goldwater 
Memorial hospitals. Previously, he served as 
euest director of anesthesia at Oxford Uni- 
versity, London, in 1938; guest professor of 
anesthesia, University Rosario, Argentina, in 
1939; and a member of the medical teaching 
mission to Czechoslovakia in 1946. 
« 


New Chronic Illness and 

Rehabilitation Unit 

\s a part of its expansion program, Herrick 
Memorial Hospital in Berkeley, California, 
is adding 50 beds for long-term and chroni- 
cally ill patients and a new rehabilitation 
department to a newly completed wing which 
already houses a psychiatric unit. The ex- 
pansion program, which is being financed 
Hill-Burton state 
funds, will ultimately establish the hospital 
as a complete community medical center, 


through and matching 


In Angina Pectoris 


FFECTIVE control of angina 

pectoris requires the 

fas several actions of Pen- 

lL :  toxylon. In addition to sus- 
tained coronary vasodilatation 
Pentoxylon provides relief of 
anxiety, a pleasant tranquilizing, 
fear-lessening effect, and a pulse- 
slowing action, all desirable in 
management of the anginal patient. 





DOSAGE: One to two tablets q.i.d. 
before meals and on retiring. 
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providing care not only for acute cases, but 
for chronically ill, convalescent, geriatric, 
disabled, and psychiatric patients. 


Longevity Increase 

According to the Metropolitan Life Insur- 
ance Company, the average length of life 
among millions of their industrial policy- 
holders reached 70.2 years in 1956, a slight 
gain over the preceding year. The gain in 
longevity has amounted to four and a half 
years since 1946, ten years since 1936, and 
twenty-four years since 1909. The average 
life expectancy was only thirty-four years 


between 1879 and 1894. 


ry 

Homes for the Aged in Holland 

In a public address at the University of 
Michigan on November 5,. Dr. R. J. van 


Zonneveld of the National Health Research 
(Continued on page 97A) 


The Attacks Lessen and 
The Patient Loses His Fear 


Pen 


LONG-ACTING TABLETS CONTAINING PENTAERYTHRITOL TETRANIT 





: : ¥ 
RATE (PETN) 10 MG. AND RAUWILOID® (ALSEROXYLON) 0.5 MG. 


¢ Reduces incidence of attacks 
¢ Reduces severity of attacks 


e Reduces or abolishes need for fast-acting 
vasodilating drugs 


e Reduces tachycardia 


e Reduces blood pressure in hypertensives, 
not in normotensives 


e Increases exercise tolerance 

« Produces demonstrable ECG improvement 
« Exceptionally well tolerated 

¢ Minimal side actions 
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DRAMATIC IN ARTHRITIC-RHEUMATIC DISORDERS 
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prednisolone and hydroxyzine 
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UNEQUALED IN BRONCHIAL ASTHMA 








ed Ses 
for freedom from fear 
for lower corticoid dosage 


SUPPLIED: : 

Ataraxoid 50 Ataraxoid 25 Ataraxoid 70 
scored green tablets, scored blue tablets, scored orchid tablets, 
5.0 mg. prednisolone and 2.5 mg. prednisolone and 1.0 mg. prednisolone and 
10 mg. hydroxyzine HCI 10 mg. hydroxyzine HCl 10 mg. hydroxyzine HCI 
bottles of 30 and 100 bottles of 30 and 100 bottles of 100 





The Original Tranquilizer-Corticoid 
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for enhanced clinical response 


the preferred corticoid STERANE® 
(prednisolone) and the safest tran- 
quilizer ATARAX® (hydroxyzine) 


SUPERIOR IN ALLERGIC /INFLAMMATORY DERMATOSES 
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Pfizer PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N. Y. 





For patients who"can't stay’ on a low fat diet... 






















25% MORE PROTEIN, RICHER FLAVOR 
THAN ORDINARY NONFAT MILKI 


Carnation Instant is a new crystal form of non- 
fat milk—and the first to bring Self-Enriched 
flavor and Self-Enriched nutritional advantages 
to low fat diets. Delicious for drinking, Carna- 
tion Instant enriches itself merely by the addi- 
tion of one extra tablespoon of crystals per 
glass or 14 cup extra crystals per quart. 
Result: “Difficult” patients stay on low fat diets. 
They respond to a richer and more palatable 
flavor, receive 25% more protein with each glass- 
ful — actually 41.3 grams of essential protein 
per quart. 

CONVENIENT. And Carnation Instant is conven- 
ient, too— mixes instantly and completely even 
in ice-cold water—with a slight twirl. Ready to 
drink, immediately, in the office, at home or 
away from home. It’s always cupboard-handy. 
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Capillary and Vascular Integrity 
and the identifiable biologically-active components of citrus 


An abundance of evidence indicates the con- _ chemicals, toxins, virus, or infection. 
tributing role of certain identified citrus The wide range of application embraces: 
bioflavonoids in the treatment of capillary and inflammatory, cardio-vascular, metabolic and 
vascular impairment resulting from stress _ infectious diseases and spontaneous abortion. 
conditions. The stress may be imposed by The identified flavonoid chemical entities 
nutritional deficiencies, environment, drugs, under intensive investigation are: 


HESPERIDIN ERIODICTYOL. DIOSMIN 
OH OH OH 
Rlo ot OCH; RO= ie f \ OH Ro. : ) f’ \ -OCH; 
H He a “H —_ 
on oO :. 3 


These are incorporated in the following products manufactured exclusively by Sunkist: 


Hesperidin Complex 
Hesperidin Purified + Sources of Hesperidin 
Hesperidin Methyl Chalcone 


\ Biofl dC \ The available source of Eriodictyol and Diosmin, 
4s I 10navonol som x < P . ° ~ ° ™ 
pL Ll : dae } found in no other citrus fruit. 


Their biological activity has been demonstrated, including: 


Synergism with Ascorbic Acid 

Potentiation of Epinephrine 

Independent Vasoconstrictor Action 

Anti-hyaluronidase Effect 

Protection against (Selye) DOCA-Salt Injury resembling periarteritis 
Effect on Capillary Fragility 


These materials are finding wide use by the medical profession as incorporated in the specialties 
of leading pharmaceutical manufacturers. 


Sunkist Growers 


PRODUCTS DEPARTMENT 





PHARMACEUTICAL DIVISION - ONTARIO, CALIFORNIA 


. first in research to identify and make available the physiologically-active components of citrus fruits. 
REFERENCES: 


10. Boines, G.J., Ann. N.Y. Acad. Sci. 61, 721 (1955) 
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when treatment is complicated 





by serious side reactions to hypotensive agents 


Veralba-R lowers blood pressure 
without ganglionic or adrenergic 
blocking, and, therefore does not im- 
pair the vasomotor reflexes which 
guard against postural hypotension. 

Furthermore, Veralba-R does not 
disturb other essential vasomotor re- 
flexes that control body temperature 


and distribute blood volume accord- 
ing to physiological requirements. 


Composition: Each grooved, uncoated 
Veralba-R tablet contains 0.4 mg. of 
chemically standardized protoveratrine 
and 0.08 mg. of reserpine. 

Literature and clinical supply pack- 
age available to physicians on request. 


VERALBA-R™ 
|e PITMAN-MOORE company 


DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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Council, The Hague, Netherlands, described 
the integrated homes for elderly residents 
in postwar community developments in the 
Netherlands. He pointed out that, while old 
age homes, which include both single rooms 
and apartments, are restricted to individuals 
needing continual medical supervision, the 
Netherlands has experimented with 
small, low-cost, motel-type accommodations 
for elderly persons in good health. 


also 


Southern Conference to Study 
Employment of Aging 
At the meeting of the Southern Regional 
Conference of the Council of State Govern- 
ments held in September in Baltimore, a 
resolution was passed urging the legislature 
of the 16 southern states to consider means 
for expanding employment and other pro- 
ductive activities for older citizens. Further 
recommendations suggested calling a confer- 
ence of state representatives on various prob- 
lems of the aged. 

« 


Home for Aged in 
Higher Income Group 


In answer to the pressing demands for a 
home that would provide modern facilities 
and supervised care for older persons of 
upper middle income, a group of physicians 
and businessmen recently reopened Sunny- 
side Farms, a 40-acre estate located on the 
Manasquan River in New Jersey, which was 
originally developed as a place for philan- 





thropic care for convalescent working girls 
by the Switzer Foundation of New York. Ac- 
cording to Mrs. Lillian Newman, supervisor, 
the modern, fireproof main house on the 
property will provide accommodations and 
an atmosphere that will match the former 
living standards of those older people who 
achieved a measure of economic success dur- 
ing their productive years. 
= 


New Housing Facilities 
According to the San Francisco 
Authority, the ground-breaking ceremony for 
its housing project for senior citizens should 
take place within a year. Contracts have 
been awarded for the final plans for an 
apartment house which will have 325 units. 
Also included in the project is a $107,000 
senior center which will be built with Fed- 
eral funds and operated by the city’s recrea- 
tion and parks commission. These facilities 
will not be restricted to project residents but 
will be open to all senior citizens. 


Housing 


Homemaker Service 

The San Francisco Homemaker Service, 
which has been providing services exclu- 
sively for older people and chronically ill 
adults since last May, presently has 50 clients 
whose average age is 70. The staff includes 
an executive director, 11 homemakers who 
work on a regular, salaried basis, and one 
casework supervisor who provide a variety of 
social, physiotherapy, and rehabilitation serv- 
ices as well as help with homemaking prob- 
lems. 

(Continued on page 98A) 
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Chloresium "...as an adjunct to treat- 
ment of varicose ulcers, previously 


CHLORESIUM 


intment + solutior 


resistant to all forms of treatment, 
demonstrated remarkable therapeutic 


properties in every instance." 


CARPENTER, E. B.: AM, J. SURG. 77:167 (FEBRUARY) 1949. 
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First Heart Institute 


Under a $10,000 grant from the National Heart 
Institute, USPHS, Department of Health, Educa- 
tion, and Welfare, Duke University recently com- 
pleted the first in a series of four institutes on 
The Older Patient with Cardiovascular Disease 
planned for 1957 and 1958. The first four-day 
institute was attended by 15 social workers from 
North Carolina county welfare departments who 
work with residents of licensed boarding homes 
for the aged. Information on future meetings 
may be obtained by writing to Miss Madge Ay- 
cock, Duke University Hospital, Durham, North 
Carolina. 


Research on Cervical Cancer 


A new $300,000 research study at the Woman’s 
Medical College of Pennsylvania will be devoted 
to cancer of the cervix. Each year for a three- 
year period, the college, in cooperation with the 
National Cancer Institute of the United States 
Public Health Service, will conduct uterine 
cytology examinations of 50,000 women employed 
in industry. 


New Laboratory 

The Home for the Jewish Aged of Philadelphia 
recently opened its new geriatric research lab- 
oratory. Grants from the Ford Foundation, the 
board of directors of the Home, and other 
sources provided for the construction, equipment, 
and staff of the laboratory, and additional re- 
search equipment has been purchased with the 
aid of a grant from the United States Public 
Health Service. 


Gerontologic Officer Named to New Post 


Dr. Robert A. Moore, former president of the 
Gerontological Society, Inc., has been named 
president and dean of the Downstate Medical 
Center of the State University of New York. 


New Film 

Prescription for Happiness is a ten-minute color 
and sound documentary film on the Hobby 
Show for Older Persons sponsored by the Com- 
munity Council of Greater New York and is free 
on loan except for express costs. Requests for 
the film should be addressed to the Council, 44 
East 23rd Street, New York 10, New York. 


forgetfulness and associated symptoms 


alleviated with 
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MENIc combining the analeptic, pentylenetetrazole, with the cerebral vaso- 
dilator, nicotinic acid, is“... safe and simple... practical and inexpensive... 
can be used without hesitation on an ambulatory basis ... especially useful in 
combating symptoms of abnormal behavior...” sLevy, S.: J.A.M.A., 153:1260-1265, 1953. 


Each scored tablet contains pentylenetetrazole 100 mg. (1% gr.), nicotinic acid 50 mg. 
(% gr.). In bottles of 100 and 500 tablets. Literature and samples available upon request. 
Usual dose: 2 MENIC tablets t.i.d., p.c. 


GERIATRIC PHARMACEUTICAL CORP. / seutenoss, v.1., n.¥. 


Pioneers in Geriatric Research 





NOW 


for muscle relaxation plus analgesia 


combines FLEXIN® Zoxazolamine,t clinically established skeletal muscle relaxant,’ and 


TYLENOL® Acetaminophen, a superior analgesic for painful musculoskeletal disorders.’ 


FLEXILON provides well-tolerated and effective 
relief of painful muscle spasm associated with low 
back syndrome, sprains, strains, fibrositis, and 
many common rheumatic conditions. 


supplied: Tablets, enteric coated, orange, bottles of 50. 
Bach tablet contains: FLEXIN Zoxazolamine 125 mg.; and 
TYLENOL Acetaminophen 300 mg. 

erences; (1) Smith, R. T; Kron, K. M ; Peak, W. PR, and Herman’ 
1B: J.A.M.A. 160:746 (Mar. %) 1966, (2) Settel, E.: Am. Pract, & Digest 


Treat. 5 :443 (Mareh) 1957, (8) Batterman, R. C., and Grossman, A. J.: 
Federation Prog. 14:316 (March) 1965. 
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Cardiovascular 











ANSOLYSEN* 
TARTRATE (Pentolinium Tartrate) 


Indicated in moderately severe, severe, and 


uncomplicated malignant hypertension. The 

action of ANSOLYSEN is potent, reliable, and pro- 
longed. It lowers blood pressure, relieves 
symptoms, offers minimal by-effects. 


PURODIGIN' 


(Crystalline Digitoxin) 
Indicated in congestive heart failure. PuRODIGIN 
achieves and maintains digitalization with the 
smallest oral dose of all cardioactive glycosides. 
It offers high potency, complete absorption, 
steady maintenance, uniform action. 


THIOMERIN’ 
SODIUM (Mercaptomerin Sodium) 
Indicated for diuretic therapy. THIOMERIN pro- 
duces significantly effective, smooth, and 
persistent fluid loss. It is well tolerated when 
given subcutaneously and, of all organomercurial 
diuretics, is least irritant. 


W YAMINE* 


SULFATE INJECTION 


(Mephentermine Sulfate) 


Indicated in acute hypotensive states not asso- 

ciated with hemorrhage. Injection WYAMINE is 

an effective and predictable pressor agent. It may 
be used intravenously or intramuscularly for Wy 
tither prophylaxis or therapy of hypotension. ® 
Philadelphia 1, Pa. 























PROTEIN-RICH 


WHEATENA 


...easy to digest! 
...easy to assimilate! 


| 

All-wheat Wheatena is as digestible as it | 
is nutritious—and so easily assimilated it’s | 
the perfect hot breakfast cereal for your | 
geriatric patients. 
Made of all the wheat—wheat germ, bran | 
and farina—Wheatena is low in fat con- | 
tent. So delicious, its distinctive nut-like | 
flavor tempts even the most listless appe- 
tite! And so easily digested and assimi- | 


lated, even infants thrive on it! 


Pure, wholesome 
Wheatena. .. made 
without salt or 
sugar...is a protein- 
rich food that spells 
nutritional support 
for your older 
patients. Write for 
sample packages 
for your patients 
today. 


Wheatena 


Made from all the wheat_ 
and toasted SO It's fyn 4, eat! 


THE WHEATENA CORPORATION, 
Wheatenaville, Rahway, New Jersey 


102A 












Manu factu rers’ 
Activities 


Schering Contest Winners Announced 
Three first place winners and three second 
place winners shared in the $4,500 prize 
money awarded by the Schering Corpora- 
tion, Bloomfield, New Jersey, to medical stu- 
dents for the best papers on three selected 
medical topics of current interest. This year’s 
winners of the first prize of $1,000 are Na- 
thaniel Silon of Albany Medical College, a 
first place winner in 1956, who wrote on 
“Recent Trends in Corticosteroid Therapy 
for Ocular Disorders;’’ Marvin Gottlieb of 
the University of Tennessee College of Medi- 
cine, also a first place winner in 1956, whose 
subject was “Incidence of Various Types of 
Cardiovascular Diseases by Age Group in the 
Male and Female;” and Karl Agre of Duke 
University School of Medicine, whose topic 
was “Recent Advances in the Biochemical 
Aspects and Treatment of Mental Disease.” 
Second place winners of the $500 award were 
Dr. H. A. Sisler, a 1957 graduate of the New 
York University College of Medicine; James 
Dennis Jett and Scott Montgomery Grundy 
of the Baylor University College of Medicine 
who shared a second place award; and Erick 
Schenk of the University of Washington 
School of Medicine. 


Retention Enema for Asthma 

and Heart Failure 

The C. B. Fleet Co., Inc., Lynchburg, Vir- 
ginia, recently released Clysmathane, a solu- 
tion containing theophylline monoethano- 
lamine, in a disposable, plastic bottle which 
is especially designed for rectal administra- 
tion. Attached to the bottle is a prelubri- 
cated rectal tube which is protected by a 
readily removable cover. Clysmathane alle- 
viates symptoms encountered in bronchial 
asthma and the acute episodes associated 
with heart failure by supplying prompt blood 
levels of theophylline. Repeated dosage does 
not cause irritation of the rectal mucosa, and 
their is no laxative effect. This single use 
unit may be self-administered as a retention 
enema before retiring or as the physician 
may direct. 
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Nursing homes are overcrowded with elderly patients suffering 
from cerebral arteriosclerosis. In many cases, “strokes” resulting 
from cerebral hemorrhage or thrombosis are disabling compli- 
cations. 


In this field of neurology and psychiatry, excellent results are 
obtained with Iodo-Niacin Tablets (potassium iodide 135 mg. and 
niacinamide hydroiodide 25 mg.). lodo-Niacin permits long con- 
tinued use of iodide medication without iodism. 


Feinblatt, Feinblatt and Ferguson’ treated 59 elderly patients suf- 
fering from arteriosclerosis with Iodo-Niacin for over a year. 
Dizziness was relieved in 71% of cases, vague abdominal dis- 
tress in 87%, chronic headaches in 61%, and disorientation in 
50%. There was not a single case of iodism in this series. 


The recommended dosage is 2 tab- 
lets three or four times daily, to be 
continued as long as needed. In 
urgent cases Iodo-Niacin Ampuls 
may be used for intramuscular or 
slow intravenous injections’. Appar- 
ently no hazard of iodism. 

1. Feinblatt, T. ~ Feinblatt, H. M. and 


Ferguson, E. A., Am. J. Digest. Dis. 22:5 
1955. 2. Ibid., M. Times 84:741, 1956. 


CHEMICAL COMPANY 


3721-27 Laclede Ave., St. Louis 8, Mo. 


COLE CHEMICAL COMPANY G-2 

3721-27 Laclede Ave., St. Louis 8, Mo. 

Gentlemen: Please send me professional literature and samples of 1ODO-NIACIN. 
ad crea cay a tet aE eee Ses Sia ooh eR Retin Soa ve neve ansines M.D 
PME eee SEN rete. Fy ee a ae RL! rene STREET 
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Here are some things your patient 
can do to season his Low Sodium 
Diet. Spices and herbs, lemon and 
lime, variously flavored vinegars 
and pepper are all he needs. 

Thyme, marjoram and pepper 
add new zest to hamburger. Chick- 
en’s delicious with lemon, rosemary 
and sweet butter to baste. 

He can try savory on limas, tar- 
ragon with carrots, basil with toma- 


United States Brewers Foundation 


Beer— America’s Beverage of Moderation 


A few suggestions on how to give 
your patient a diet he can “stick-to”— 


The Low Sodium Diet 


If you'd like reprints of 12 special diets, please write United States Brewers Foundation, 535 Fifth Ave., New York 17 






t -andaglassof 
.-< #) beer, with your 
Sra consent fora 

morale-booster , 















toes. Onions boiled with whole clove 
and thyme delight the taste of an 
epicure! With these flavor tricks to 
add zest to his meals—and a glass 
of beer* now and then, at your 
discretion, your patiént has a diet 
he can ‘‘stick-to.’’ 


*Sodium: 7mg./100 gm., 17 mg./8 oz. glass (Aver- 
age of American Beers) 































Progressive “drying out” of aging skin makes 
® it particularly susceptible to damage by 
ordinary toilet soaps. The harmful drying 
action of soap alkalies can be avoided by 
recommending DOVE neutral bar. DOVE 
creams the aging dry skin, washes it safely, 


NEUTRAL DETERGENT BAR—pH 7 whether or not a dermatosis is present. 


Among 200 patients with dermatoses usually 
intolerant to soap, DOVE was tolerated by 
85 per cent!— a remarkably high percentage. 


With DOVE there is ‘‘a much better skin ] 
tolerance...due to the neutral pH (7)...as 1 
compared with the quite alkaline (pH 10) 
lathers of most commonly used toilet 
soaps.” 


DOVE bar is used like soap, but lathers and 
feels better. DOVE creams as it washes and 
does. not dry the skin. Every bar contains 
25 per cent rich cleansing cream. 

1. Swanson, F.: J.A.M.A. 162:459 (Sept. 29) 1956. 


LEVER BROTHERS company 
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HE’S OFF CAFFEIN... 


but he still enjoys his coffee 
as much as ever! 


Hearty ... robust... full man-sized flavor! That’s 
new Instant Sanka Coffee. No matter how much coffee 
your patients Jike to drink .. . Instant Sanka can’t 
get on their nerves or keep them awake. All pure 
coffee. 97%, caffein-free. 


lets you sLeeP 





A fine coffee from 
General Foods 
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‘COGNAC BRANDY 


. 84 Proof | Schieffelin & Co., New York 





One tablet q. 12 h. to prevent angina pectoris 


ely (ae 
all night 


1 tablet 
all day 


Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trials! METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
lasting, 12-hour protection from 
attacks of angina pectoris. 


Simplified dosage—just 1 tablet on 
arising, and | before the evening meal. 


Greater economy for your patient with 
angina pectoris. 


Supplied: METAMINE SUSTAINED, 10 mg., 
bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., in 
bottles of 50 and 500, and METAMINE 
(2 mg.) with BUTABARBITAL (4 gr.), 
bottles of 50 tablets. 


1Fuller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956. 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


1 tablet 


— Sustained 


Shes. Leeming OG Go Sne. 155. 44th St., New York 17, N.Y. 











New Chemotherapy of — 


RHEUMATOID ARTHRITIS 


Long-term studies in this country and 
abroad have shown that the antimalarial 
ARALEN phosphate produced major im- 
provement in 72% of 294 cases of rheuma- 
toid arthritis. Aralen was often successful 
where other agents failed. Remissions 
often persisted for many months after 
therapy had been discontinued. 


JOINT EFFECTS: 


Pain and tenderness relieved. Mobility in- 
creased. Swellings diminished or disappeared. 
Muscle strength improved. Rheumatic nodules 
often disappeared. Even severe or advanced 
deformity improved. Active inflammatory 
process usually subsided and joint effusion 
diminished. 


GENERAL EFFECTS: 


Patients felt and looked better. Exercise toler- 
ance increased. Walking speed and hand grip 
improved. 


LABORATORY EFFECTS: 


E. S. R. often fell slowly and hemoglobin level 
rose gradually. 


ANALGESICS AND STEROIDS: 


Requirements usually reduced or eliminated. 


Dosage: Aralen is cumulative in action and 
requires four to twelve weeks of adminis- 
tration before therapeutic effects become 
apparent. The usual adult dose is 250 mg. 
daily. If side effects appear withdraw 
Aralen for several days until they subside. 
Reinstate treatment with 125 mg. daily 
and, if well tolerated, increase to 250 mg. 


If medication is withdrawn, a relapse, if it 
occurs, will usually be manifest within 3 to 12 
months. Resumption of therapy, as above, is 
generally again effective. 


Supplied: Aralen phosphate: 250 mg. tablets 
in bottles of 100 and 1000; 125 mg. tablets in. 
bottles of 100. 


White for booklet discussing clinical experience, tolerance, 
precautions, etc., in detail. 


ARALEN.... 
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Improve the prognosis in fractures with 
“Premarin” with Methyltestosterone 








Healing of fractures is often delayed because impairment of osteoblastic activity 
due to declining sex hormone function causes the bone matrix to atrophy. 


Older patients with fractures, particularly of the hip, respond well to combined 
estrogen-androgen therapy. The prognosis for bone recalcification is good provided 
treatment is continued for extended periods.* 


*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of Internal Medicine, ed. 2, New York, The 
Blakiston Company, Inc., 1954, chap. 98, pp. 702, 703. 


“PREMARIN: with METHYLTESTOSTERONE 


Excellent preparation for estrogen-androgen therapy 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 








